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ABSTRACT 
Dietary intake is a strong determinate of the health of an individual.  Healthy eating is an 
important prevention to non-communicable diseases.  If behaviour is to be changed 
insight into what the attitudes and barriers are to eating healthily amongst adolescents 
is imperative. This can provide knowledge for future prevention campaigns for healthy 
eating to prevent overweight and obesity. The purpose of the study was to quantitatively 
describe what attitudes adolescent females have towards healthy eating and what 
potential barriers omits them from adopting healthy eating behaviours.  Data collection 
was done using structured questionnaires.  Girls (N=73) from 3 public all girls’ high 
schools within Durban, KZN, participated in this study.  The findings revealed that 
overall adolescent girls have a positive attitude to healthy eating. A lack of time, the 
foods sold in the school shop and the conveniences of less healthy food have been 
identified as barriers to healthy eating.   
KEY CONCEPTS 
Healthy eating; overweight and obesity; non-communicable disease; eating behaviour; 
attitudes; barriers  
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CHAPTER 1 
ORIENTATION TO THE STUDY 
1.1 INTRODUCTION 
The prevalence of overweight and obesity is increasing at an alarming rate in developed 
and developing countries throughout the world (Kelly, Yang, Chen, Reynolds & He 
2008:1433).  Globally in 2005, 33% of the adult population above 20 years was 
overweight or obese. By 2030 this is projected to increase to 57.8% (Kelly et al 
2008:1435) As Kelly et al (2008:1434) point out, the prevalence of obesity is 
consistently higher in women than in men in all regions of the globe.  The results from 
the recent South African National Health and Nutrition Examination Survey 
(SANHANES‐1 2013:143) indicate the prevalence of overweight and obesity in South 
Africa is significantly higher in females (25% and 40.1%) than males (20.1% and 10.6%) 
respectively.  
Both obesity and overweight are risk factors for diabetes, cardiovascular disease, 
cancer and premature death (Kelly et al 2008:1431). Obesity is defined as a body mass 
index (BMI) greater than or equal to 30 kg/m2 while overweight is defined as a BMI of 
25-29.9 kg/m2 (WHO 2013). Obesity and overweight are not limited to the adult South 
African population but have also been well documented in adolescents and young 
people. Current South African research suggests a significant problem of over-nutrition 
in adults and young women, and that urban black women are at greatest risk 
(Goedecke, Jennings & Lambert 2008:66). The SANHANES‐1 (2013:204) states that 
the prevalence of overweight and obesity in 10-14 year olds was higher in girls, 16.7% 
and 5.8% respectively than in boys, 7.5% and 2.7% respectively.  In the last decade 
overweight has increased from 10.6% to 18.2% if you combine both genders. 
Obesity is related to diseases of lifestyle which put a country under vast economic 
stress as well as putting the individual under economic and health stress. The structure 
of dietary intakes and the prevalence of obesity have been changing at a rapid rate 
around the developing world. Initially these shifts were mostly limited to higher-income 
urban populations, but it is increasingly clear that these are much broader trends 
affecting all segments of society (Aranceta, Moreno, Moya & Anadon 2009:S84; Popkin 
& Gordon-Larsen 2004: S2).   
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The increase of obesity in South Africa reflects globalisation which is a key driver 
towards nutritional transition.   It can be said that globalisation thus increases the risk of 
obesity among the urban population as it creates an environment which promotes the 
consumption of food rich in fat and sugar (Kruger, Puoane, Senekal, & van der Merwe 
2005:493).  The change in diet has seen a decrease of staple foods such as maize 
porridge and the increase in animal-derived foods and added fats and oils.  Research in 
the North West provides evidence that those who live in urban areas, in towns and cities 
or informal settlements close to towns and cities, are more exposed to the influences of 
the more westernised and urbanised lifestyle with an increasing prevalence of obesity 
and overweight. Urban areas are said to be more obesogenic in nature as there are 
more fast food outlets and hawkers selling foods that are typically high in refined 
carbohydrate and high in fat (Kruger, Kruger & MacIntyre  2006:355-6). 
Urbanisation is also associated with greater access to mass media, better transportation 
systems and to larger and more modern supermarkets (Popkin 2006:293). The free 
movement of capital, technology, goods and services has had a marked effect on the 
lifestyles that are linked with diet and activity resulting in imbalances leading to a rise in 
obesity.  In the developing world changes from open, fresh markets to regional, large 
supermarkets can be seen.  The demand on women’s time has increased resulting in 
an increase of foods bought from supermarkets that are time-saving and already 
prepared (Popkin 2006:294). 
A diet high in saturated fats, sugar, and refined foods but low in fibre is often termed the 
‘Western diet’ and when this diet is combined with lower levels of activity, it compounds 
the problem of diseases of lifestyles, which are also referred to as non communicable 
diseases (NCDs). These changes are reflected in nutritional outcomes, such as 
changes in average stature, body composition, and morbidity (Popkin & Gordon-Larsen 
2004: S3). 
Healthy eating patterns often begin in childhood and the habits formed are carried out 
into adulthood where the individual is responsible for the choices they make.  Education 
in nutrition is invaluable to promoting a healthy lifestyle. Schools reach a large segment 
of the population, which includes the children and their parents. Successful programmes 
begin in primary school and continue into high school. Self-assessment tools for schools 
which look at elements related to nutrition and physical activity can be useful to 
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stimulate action and to identify opportunities within the school (Perez-Rodrigo, Knut-
Inge, Agneta, Michael, Stockley & Aranceta 2001:718).    
If behavioural modification is to be achieved, factors influencing that behaviour, such as 
intentions, habits, attitudes, motivation, knowledge and barriers to change must be 
identified (Gracey, Stanley, Burke , Corti  & Beilin  1996:188-189; Ogden, Karim, 
Choudry & Brown 2007:398-399). This research focused on identifying attitudes and 
barriers to healthy eating amongst adolescent girls in a school setting. 
1.2 BACKGROUND TO THE RESEARH PROBLEM 
Global health agencies have realised the threat NCDs have in low-middle income 
countries on premature death and morbidity.  Despite this impact, the Millennium 
Development Goals (MDGs) do not address NCDs in any of their goals, although these 
diseases continue to influence the regional burden of disease and related burden on the 
economy of the country (Bradshaw, Steyn , Levitt  & Nojilana  2010; Nugent 2008:70).    
The World Health Organisation (WHO) emphasises the problem that obesity is 
contributing to the global burden of disease, with particular impact to developing 
countries. Literature also shows that the global trend is that more women than men are 
affected (Puoane, Steyn, Bradshaw, Laubscher, Fourie, Lambert & Mbananga 
2002:1040).  Obesity, which is common in both children and adults, is strongly linked to 
this increase in NCDs, and NCDs are now the second most important cause of 
premature deaths in South Africa. Physical inactivity and poor diet are linked to the 
cause of this obesity epidemic. According to Puoane et al (2002:1042) past research 
has shown that, in South Africa, the more urbanised a previously rural community 
becomes, the higher the rate of obesity and the less sensible their diets.  Studies by 
Bradshaw et al (2010) have shown through nutritional surveillance that unhealthy 
behaviours that lead to NCDs are already present in the youth. In order to reduce the 
burden of disease these risk factors need to be addressed  urgently as more than 70% 
of South African women above 35 years old are  reported to be overweight or obese 
(Bradshaw et al 2010 citing Ardington & Case 2009). 
Research has shown that by the age of 15, dietary habits are mostly set (Gracey et al 
1996:187). This therefore indicates the impact of adolescent dietary behaviours on 
health into adulthood. Knowledge about healthy food choices can be a predisposing 
and/or determinant factor for the adoption of a healthy diet, although it is insufficient to 
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motivate healthy eating. It has been reasoned by Gracey et al (1996:188) that an 
important determinant of the practise of health behaviours, such as healthy eating, is a 
sense of self efficacy. Adolescents can use their self-efficacy to help them sustain and 
maintain their lifestyle modification of physical activity and healthy eating as a means to 
lose weight or prevent overweight. The reason for this is that behaviour change can be 
facilitated by a personal sense of control.  If people believe they can take action to solve 
a problem they become more inclined to do so. Self efficacy levels can enhance or 
impede the motivation to act (Gracey et al 1996:200; Strachan & Brawley 2009:685-
686). This will impact the decisions made regarding healthy eating behaviours.  
Healthy eating can prevent overweight and obesity which is linked to the increase in 
NCDs.  To address healthy eating it is imperative to identify how adolescents view 
healthy eating so that risk factors can be addressed. As obese adolescents often 
become obese adults. 
1.3 THE RESEARCH PROBLEM 
Dietary intake is a strong determinate of the health of an individual. Healthy eating is an 
important aspect of promoting health, preventing overweight and obesity and eventually 
preventing NCDs. 
Obesity in adolescence is a key predictor of obesity in adulthood. Adolescent girls are at 
the highest risk for the onset of eating disorders. By adolescence dietary habits are 
mostly set. This therefore indicates the impact of adolescent dietary behaviours on 
health into adulthood. 
Eating behaviour is affected by the social and the physical environment.  It is affected 
by the availability and preference of food, portion size, parent’s beliefs and practices, 
cultural beliefs, feeding times and mealtime structure. Preferences for certain foods are 
affected by the foods availability and the acceptance of the food. 
To understand adolescent eating behaviour it is imperative to establish what the 
attitudes and barriers are to eating healthily amongst adolescent girls. This can provide 
knowledge for future prevention campaigns for healthy eating to prevent overweight and 
obesity. 
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1.4 AIM OF THE STUDY  
The aim of the study was to quantitatively describe the attitudes of female adolescents 
towards healthy eating, and to identify barriers they have against adopting healthy 
eating behaviours. 
1.4.1 Research objectives 
There are two research objectives: 
 To determine the attitudes to healthy eating amongst adolescent girls. 
 To identify the barriers to healthy eating amongst adolescent girls.  
1.5 SIGNIFICANCE OF THE STUDY 
Research has provided evidence that nutrition and diet are linked to NCDs. South Africa 
has a significant problem with obesity which is linked to NCDs and it is said to increase 
and burden the country.  Healthy lifestyle behaviours are essential to combating NCDs 
and healthy eating makes up one component of these behaviours.  Attitudes and 
barriers to healthy eating can prevent a person from making such lifestyle choices.  This 
study provided a snapshot of what attitudes adolescents had to healthy eating and what 
barriers there were to practising healthy eating behaviours. This study highlighted areas 
that need to be focused on to implement successful nutrition education programmes 
and prevention strategies. The results can be used both by the school and the 
Department of Education. 
1.6 DEFINITIONS OF KEY TERMS 
1.6.1. Conceptual definitions 
Adolescence: The transition stage between childhood and adulthood. Adolescence is 
also equated to both the terms “teenage years” and “puberty” (Kaplan 2004).  
Attitude: It is a settled way of thinking or feeling about something (Oxford Dictionary 
2013). 
Barrier: A circumstance or obstacle that prevents progress (Oxford Dictionary 2013).  
Non-communicable diseases: Diseases that are not infectious or communicable, they 
include cardiovascular disease, cancer, diabetes and chronic respiratory diseases 
(Fernstrom, Reed, Rahavi & Dooher 2012:301).   
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Overweight: An abnormal or excessive accumulation of fat that may impair health. The 
individual will have a body mass index of between 25 and 29 kg/m2 (WHO 2013). 
Obesity: An abnormal or excessive accumulation of fat that may impair health. Obesity 
is defined by a body mass index of more than 30 kg/m2 (WHO 2013). 
Self-efficacy: A belief that an individual can control their practice of a particular 
behaviour (Strachan et al 2009:686). 
1.6.2 Operational definitions 
Adolescent: A high school learner between the ages of 13-18 years. 
Attitude: A persons feeling towards healthy eating.  
Barrier: Something that obstructs a person from performing certain behaviours related 
to healthy eating. 
Healthy eating:  a diet that is low in fat, sugar and salt and high in vegetables and fruit. 
Self-efficacy: the belief that individuals are in control of their own healthy eating 
behaviour. 
1.7 THEORETICAL FOUNDATION OF THE STUDY 
1.7.1 The theoretical foundation 
Quantitative research was conducted. This allowed the findings to be generalised in 
similar contexts.  It is an objective, systematic process whereby data is gathered.  This 
approach can be used to describe variables which in this case were attitudes and 
barriers to healthy eating.  The researcher remains detached from the study to try and 
be objective as possible. This also helps to minimise bias. Quantitative research follows 
deductive thinking. The variables and categories are identified before the research 
begins.  The quantitative design allows a picture of reality to be given, it is specific and 
controlled (Burns & Grove 2005: 23-24). 
Quantitative research uses structured data collection methods such as a questionnaire 
which was used in this study. Quantitative research is involved with explaining the 
characteristics of a population. 
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This study fell within the non-experimental category of quantitative research as there 
was no manipulation or intervention conducted.     
1.7.2 The research design  
The research design used was descriptive and cross-sectional. Descriptive studies are 
designed to gain more information about characteristics within a particular field of study. 
It provides a picture of the situation.  It provides information that can be useful before 
causality can be examined.  There is no manipulation of variables. It will study the 
characteristics of a single sample.  The purpose is to gather more information regarding 
healthy eating and how adolescent females view healthy eating.  This will provide 
knowledge of the variables (attitudes and barriers to healthy eating) and the study 
population that can be used for future research or when designing a nutrition education 
programme for schools (Burns & Grove 2009: 232). 
Descriptive studies are to observe, describe and document.  It will allow knowledge to 
be collected by means of a structured questionnaire for future research.  It allows for 
accurate information to be collected on specific characteristics of particular subjects 
(LoBiondo-Wood & Haber 2010:198). There is no attempt at determining causation. 
There is no manipulation of the variables in descriptive research. Internal validity is low 
however external validity is high.  
Empirical research was conducted. Empirical research uses numbers and quantifiable 
data, and is based on observed and measured phenomena and not based on theory 
(Polit & Beck 2012:235).   Data is collected by means of a data collection instrument, 
i.e.  a questionnaire. It is then analysed and results determined.  Quantitative research 
is empirical because it uses numeric and quantifiable data. Non-experimental research 
involves variables that are not manipulated in any way by the researcher. One of the 
reasons non-experimental research was chosen for this study is that the variables are 
social in nature, and are naturally existing attributes (Polit & Beck 2012:235).  
The question which the study sought to answer is “what are the attitudes and barriers to 
healthy eating amongst adolescent girls”?  A descriptive study provides the answers to 
that question and provides a platform for further research.  It allows for a larger sample 
to be used which generates information that gives a more accurate picture of reality 
Each participant was issued with a questionnaire at data collection time.  A cross-
sectional study is useful in providing information on health needs and assessing the 
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needs of the populations.  They are often used as a first step before undertaking more 
costly studies.  As with this research, it has provided useful information which may pave 
the way before implementing a school health programme within high schools in Durban 
(Joubert & Ehrlich 2007:87). 
1.7.3 The theoretical framework 
For the purpose of this research, the theory of planned behaviour will be used.  The 
theory suggests that the performance of certain behaviour is determined by the intention 
to perform it.  This is dependent on the person’s attitude towards the behaviour and the 
perceived social pressure to perform certain behaviours as well as perceived 
behavioural control which is also defined as self-efficacy.  This means that if a person 
were to engage in healthy eating behaviours they would need to believe they have 
control over the performance of these specific behaviours, what they personally get out 
of it and others’ approval of it.   In the theory of planned behaviour the first step is to 
identify whether the behaviour is influenced by attitude, subjective norm or behavioural 
control.  The second step in changing the behavioural intention relies on producing 
change in accessible beliefs or introducing new ones (Oygard & Rise 1996:454). The 
research conducted by Oygard and Rise (1996:459) on healthy eating, provided 
evidence that attitude was a stronger determinant to healthy eating than subjective 
norm.  
In summary the theory of planned behaviour suggests that attitude, subjective norm and 
perceived control will determine the intention to perform the behaviour which will result 
in the behaviour either being performed or not being performed (Glanz, Rimer & 
Viswanath 2008:72).  This research will focus on the first phase of the model, mostly on 
the one aspect of this model, that is attitude as well as in part on perceived control 
where barriers will be addressed.  
1.8 THE RESEARCH DESIGN AND METHOD 
1.8.1 The research design 
The study was a quantitative, cross sectional and descriptive study.  
1.8.2 The research method 
Cluster sampling was used to select the sample to participate in this study.  At the 
district level, three girls’ high schools within the Durban magisterial district were 
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randomly selected and included in the study.  At the school level, one class from each 
of the three schools were randomly selected in the research.  
The school provided both the space and the time for data collection. The researcher 
negotiated with the school and agreed on the most suitable time to conduct the 
research.  
The data was collected by means of a self-completed questionnaire which the 
researcher handed out and collected. The results were coded, collated and analysed.  
1.9 SCOPE AND LIMITATIONS OF THE STUDY 
Limitations to the study are that it was carried out in a specific setting of girls’ high 
schools in Durban. The schools included were former model C schools with a specific 
profile of socio economics.  The results may not be applicable to other areas with their 
specific cultures and socio-economic factors that may produce different results such as 
schools in rural areas where poverty is more apparent. Moreover, the eating habits, 
attitudes and barriers to healthy eating may be different.   
Additionally, the research cannot be applied to males because the data was collected 
among females.  
1.10 STRUCTURE OF THE DISSERTATION 
The discussion of the research will be structured as follows: 
Chapter 1 is the introduction and the orientation to the study. The background, the 
analysis of the research problem, the aims of the research, the research design and 
method are discussed. 
Chapter 2 examines the literature related to the eating habits and related health 
consequences. It reviews past and current literature on healthy eating, eating behaviour 
and the attitudes to and the barriers to healthy eating.  
Chapter 3 focuses on the research design and method. 
Chapter 4 presents and describes the research findings.  The data analysis is discussed 
and the results are presented. 
Chapter 5 contains a discussion of the major findings and presents the 
recommendations and conclusion to the study.  
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1.11  CONCLUSION 
Eating behaviour directly determines the health outcomes of a person.  Healthy eating 
behaviours can prevent the development of NCDs. The dietary behaviour of 
adolescents can predict future health outcomes. 
A cross-sectional descriptive study was conducted to determine the attitudes and 
barriers to healthy eating amongst adolescent girls in Durban, KwaZulu-Natal. A self-
administered questionnaire was used to collect data in three different schools that were 
randomly chosen within the Durban area. 
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CHAPTER 2 
  LITERATURE REVIEW 
2.1 INTRODUCTION  
The aim of this chapter is to collate existing information to contextualise the research 
and the existing problem statement. The review focuses on the impact of eating habits 
on diseases of lifestyle which includes obesity, and the role of healthy eating and its 
knowledge, barriers and attitudes. The global and local burden of contributory factors to 
obesity and the resultant disease profile is also explored.   
2.2 OVERWEIGHT, OBESITY AND NON-COMMUNICABLE DISEASES 
2.2.1 Overweight and obesity 
Worldwide, overweight and obesity is rapidly increasing and is a well-established threat 
to health.  Globally, the last two decades has seen a doubling of the prevalence of 
overweight and obesity.  In the United States of America (USA) it is considered to be 
one of the most prevalent nutritional outcomes. The WHO lists overweight as one of the 
ten leading risk factors for mortality in developing and developed countries.  The result 
is increased ill health episodes, increased health costs and resultant negative impact on 
the economy of the country (Kruger et al 2005:491). As Rossouw, Grant and Viljoen 
(2012:1) point out; obesity was previously considered to be a problem of the developed 
countries and the more affluent.  However there is a noticeable increase of obesity in 
low to middle-income countries, particularly in the urban areas. The USA is often in the 
spotlight when the issue of obesity is addressed yet it has now been shown that Africa 
has the most rapid overweight and obesity growth rates globally with South Africa taking 
the lead (Rossouw et al 2012:1).  
Obesity is defined as a BMI greater than or equal to 30 kg/m2 while overweight is 
defined as a BMI of 25-29.9 kg/m2 (WHO 2013). The mean BMI for women in Southern 
Africa went from 25.8 kg/m2 in 1980 to more than 28 kg/m2 in 2008 highlighting the 
dramatic increase of obesity within the country (Rossouw et al 2012:2).  As Bradshaw et 
al (2009) reports, 70% of South African women above the age of 35 are said to be 
overweight or obese. The prevalence of overweight and obesity in South Africa amongst 
females 15 years and older was 25% and 40.1% respectively (SANHANES‐1 2013:9).  
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The prevalence of obesity has increased most noticeably among urban black women 
(Kruger et al 2005:492).  
South Africa has the highest occurrence of overweight and obesity in children within 
Africa. In the last decade overweight among children has increased from 10.6% to 
18.2%, whilst obesity remains unchanged (SANHANES-1 2013:204). SANHANES-1 
further states that, as with  adults, the prevalence of overweight and obesity in 10-14 
year olds was higher in girls, 16.7% and 5.8% respectively than in boys, 7.5% and 2.7% 
respectively.   
Females are more prone to overweight and obesity especially after menarche.  In South 
Africa twenty percent of females in late adolescence are overweight (Rossouw et al 
2012:3). The results from research in the North West support this finding indicating that 
the prevalence of overweight and obesity in children increases with age, particularly 
after puberty in females (Kruger et al 2006:355). Other contributing factors are the lack 
of physical activity and physical activity education in many schools in South Africa, as 
well as viewing television for more than 3 hours per day, which leads to a sedentary 
lifestyle (Kruger et al 2005:493-4).    
In childhood and adolescence, overweight and obesity has a negative impact, not only a 
physical impact but a psychological impact as well. Along with the health issues 
associated with being overweight, it is low-self-esteem that seems to be the main 
concern among overweight and obese children and adolescents.  This low esteem often 
results in further withdrawal from physical activity and further aggravation of the weight 
problem.  Adolescents and children who are obese are likely to become obese adults 
and are therefore at a higher risk of metabolic diseases (Kruger et al 2006:356).  
In countries of low-middle income, like South Africa, the prevalence of obesity has 
increased more rapidly. This can be explained by the nutrition transition and the 
resultant increase in chronic diseases which are inclusive of hypertension, 
cardiovascular disease and type 2 diabetes. All of these diseases contribute 
substantially to the national burden of disease (Kimani-Murage, Kahn, Pettifor, Tollman, 
Klipstein-Grobusch & Norris 2011:1114). 
2.2.1.1 Nutrition transition 
The concept of nutrition transition focuses on large shifts in diet and activity patterns, 
especially their structure and overall composition (Popkin 2006:289).  The changes in 
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diet and activity patterns are matching major changes in health as well as major 
demographic and socio economic status. The shift toward increased NCDs is the latest 
pattern of this transition.  What drives these changes or transitions is the result of many 
factors, which include urbanisation, economic growth, technical change and cultural 
change (Popkin 2006:289).    
Global patterns suggest that there will be an increasing global obesity problem among 
children, one that matches the adult problem. Evidence of this is already seen in the 
USA with an increasing prevalence of adult-onset diabetes among adolescents, 
something which was previously unseen (Popkin 2006:289).  
The increase in obesity in South Africa reflects globalisation which is a key driver 
towards nutrition transition.   It can be said that globalisation thus increases the risk of 
obesity among the urban population as it creates an obesogenic environment which 
promotes the consumption of food rich in fat and sugar (Kruger et al 2005:493).  
Obesogenic environments are defined as spaces which a convergence of beliefs, 
behaviours and the simultaneous over-availability of processed ‘junk’ foods and 
unavailability of fresh healthy foods lead to the spread of obesity (McPhail, Chapman & 
Beagan 2011:301). It has been argued that these obesogenic patterns of eating have 
become integrated into youth culture and are considered the norm, not only in the USA 
but globally (Stevenson, Doherty, Barnett, Muldoon & Trew 2007).  The prevalence of 
overweight and obesity amongst black African girls is 20.9% and 4.5% respectively, 
when compared with other countries matched the profiles of high income countries and 
was unlike those of other low to middle-income countries (Jinabhai, Taylor, Reddy, 
Monyeki, Kamabaran, Omardien & Sullivan 2007:947). 
It has also been argued that for the most part the working class and poor live in 
obesogenic environments and are judged as the fast food eaters and obese (McPhail et 
al 2011:302). Insight into how adolescents view fast food consumption found that teen’s 
fast food consumption is not a matter of social class. Fast food consumption is in fact 
made through complicated decisions based on moralist thinking of healthy eating, good 
eating and good eaters (McPhail et al 2011:306). 
The change in diet relating to nutrition transition is a diet that is becoming increasingly 
energy-dense and sweeter.  High fibre foods are typically replaced by processed ones.  
In developing countries, urbanisation and national income per capita are highly 
correlated to access to processed foods and foods higher in sugar.  Urbanisation is also 
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associated with greater access to mass media, better transportation systems and to 
larger and more modern supermarkets (Popkin 2006:293). The free movement of 
capital, technology, goods and services has had a marked effect on the lifestyles that 
are linked with diet and activity resulting in imbalances leading to a rise in obesity.  In 
the developing world changes from open, fresh markets to regional, large supermarkets 
can be seen.  The demand on women’s time has increased resulting in an increase of 
foods bought from supermarkets that are time-saving and already prepared (Popkin 
2006:294). 
South Africa is in transition and as a country faces similar problems to that of developed 
countries with regards to over-nutrition, hypertension and high cholesterol.  The WHO 
states that such countries will need to monitor these trends especially with regards to 
the coexistence of stunting and overweight in children as these are risk factors for 
chronic disease in adulthood.  To correctly address the challenges associated with 
chronic disease it is necessary to understand the pattern of under and over nutrition in 
children (Jinabhai, Taylor & Sullivan 2005:3).  
It is often viewed that in low to middle income countries, like South Africa, hunger and 
malnutrition are the dominant concerns making it difficult to focus on the changes in diet 
and physical activity contributing to the increasing threat of obesity.  As a result of these 
changes, of nutrition transition, it has been estimated that by 2030 2.16 billion adults 
globally will be overweight with an additional 1.12 billion obese (Popkin, Adair & Wen 
Ng 2011:4 citing Kastorini, Milionis, Loannidi 2011).  
In South Africa, the coexistence of under nutrition and over nutrition is a challenge for 
policy makers and health care professionals.  Research suggests that the nutrition 
transition from middle-income countries like South Africa may be more complex than the 
traditional nutrition transition as sex, socio-economic profiles and geographical factors 
are masked (Jinabhai et al 2007:950). Reddy, Resnicow, James, Kambaran, Omardien 
and Mbewu (2008:262) suggest to prepare for the expected wave of chronic disease it 
is important to monitor the obesity trends. Very few countries have implemented policy 
changes that have resulted in positive shifts in dietary patterns resulting in decreases in 
nutrition related NCDs.  The burden of hunger and poverty are the focus of politicians 
making it difficult to get governments to focus on NCDs.   
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2.2.2 Non-communicable diseases 
NCDs are diseases that are not infectious or communicable; they include cardiovascular 
disease, cancer, diabetes and chronic respiratory diseases (Fernstrom et al 2012:301).  
Obesity and overweight are the main drivers of the increased prevalence of such 
diseases. 
The WHO has stressed the importance of addressing both infectious disease like 
HIV/AIDS as well as the chronic diseases associated with overweight and obesity. Sub 
Saharan Africa’s main focus has been on communicable disease with specific focus on 
HIV/AIDS (Jinabhai et al 2007:944).  NCDs are now projected to overtake infectious 
diseases by 2030 according to Holmes, Dalal, Volmink, Adebamowo, Njelekela, Fawzi, 
Willett and Adami (2010:1). The fact that they are becoming more prevalent in 
developing countries could impede further economic growth.  Globally by the year 2030 
NCDs are projected to cost $47 trillion (Fernstrom et al 2012:303). 
In 2008 NCDs were responsible for 63% of deaths globally (Fernstrom et al 2012:301), 
and it is estimated that over 80% of deaths from NCDs worldwide occurred in low and 
middle income countries.  The WHO estimates that by 2030 deaths from ischemic heart 
disease in Africa will double and the prevalence of diabetes mellitus is predicted to 
increase by 80% in the next 20 years (Holmes et al 2010:2). 
It is evident that the dietary choices that predisposes to obesity, hypertension, type 2 
diabetes and coronary heart disease and other disease of lifestyle starts in childhood. 
Studies have shown that in many countries there is no difference between whether the 
child is from a high or low income family, as many children consume a nutritionally poor 
diet (Temple, Steyn, Myburgh & Nel 2006:252).  Fernstrom et al (2012:302) explains 
that NCDs are largely related to a combination of poor diet, insufficient physical activity, 
tobacco use and harmful use of alcohol. NCDs affect more than 2 out of 5 South African 
adults.  Obesity and unhealthy eating are recognised as one of the major factors 
contributing to such NCDs.  NCDs are already prevalent in the youth with 33% of obese 
children being hypertensive (Discovery Vitality 2010:1).  
2.2.3 Prevention of obesity 
Obesity is not something that is successfully managed at an individual level. It involves 
the community, government, media and food industry working together with the goal of 
making the environment less conducive to weight gain (Kruger et al 2005:497).  
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Prevention of obesity at an early stage in childhood is thought to be critical for 
prevention of obesity throughout adolescence and adulthood.  To implement a 
successful preventative intervention, it is necessary to examine all parenting practices 
that may play a role in the development of eating behaviours affecting weight status.   
Parents have the greatest influence on their child’s eating behaviours (Pieper & Whaley 
2011:59). 
As discussed previously obesity in childhood and more specifically obesity in 
adolescence is a key predictor of obesity in adulthood.  This makes adolescents a key 
target population for prevention intervention.  To ensure that an intervention programme 
is effective it is necessary to determine what adolescents view as important components 
to include in an intervention (Kruger et al 2005:497).   
Prevention of obesity is a key strategy to address this health concern.  If a healthy 
lifestyle is to be developed; knowledge, attitude and motivation to adopt certain 
behaviours to maintain energy balance is required.  Targeting all adolescents, not just 
those that are overweight, with prevention interventions is recommended practice.  
Adolescents are prone to poor eating habits which can lead to nutritional problems of 
both overweight and anorexia.  In South Africa schools could be an important channel to 
access a large number of adolescents for health promotion. Schools have the 
infrastructure to support health promotion making them ideal centres for nutrition 
interventions (Jinabhai et al 2007:950).  
Research suggests that the target group for prevention of obesity should be girls just 
before they reach menarche (age 13-14 years).  The focus should be on their diet 
highlighting fat and energy intakes; increasing physical activity; and behaviour therapy 
on lifestyle issues (Kruger et al 2005:355). Prevention strategies should identify children 
who are prone to overweight and obesity and to address this public health problem at 
an earlier stage (Kruger et al 2005:357). 
According to van der Merwe and Pepper (2006:320) radio and television are the most 
frequent sources of nutrition information for urban black South African women, making it 
an important channel for the delivery of information on obesity and nutrition.  In South 
Africa, 90% of the people had received nutrition information from at least one media 
source in the last year, making it the number one source for information.  Less than half 
had received information from a health care professional and two thirds had received 
nutrition information from friends and family (Charlton, Brewitt & Bourne 2004:803).  
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Since obesity is a major contributor to NCDs, it is important to initiate and sustain 
behaviour change related to diet and physical activity.  For successful behaviour change 
it is necessary to gain insights on consumer attitudes and perceptions that affect their 
behaviour.  Reaching people where they are at is far more effective than expecting 
them to come to where the health care professional is (Fernstrom et al 2012:307).  
In South Africa many overweight and obese women do not want to lose weight as they 
have accepted their own obesity even though they are aware of the health 
consequences. It has been proposed that Black women in a westernised society adopt 
a larger ideal body size and there is more acceptance of being overweight (Kruger et al 
2005:493).  
2.3 HEALTHY EATING DEFINED 
South Africa developed its own set of healthy eating guidelines as a call to action by the 
Food and Agricultural Organisation (FAO) and the WHO initiatives.  These guidelines 
were termed the Food Based Dietary Guidelines (FBDG) and the first set of guidelines 
was published in 2001. The FBDG have recently been revised to include the below 
statement to make up the FBDG (Vorster, Badham & Venter 2013:S7): 
 Enjoy a variety of foods. 
 Be active! 
 Make starchy foods part of most meals. 
 Eat plenty of vegetables and fruit every day. 
 Eat dry beans, split peas, lentils and soya regularly. 
 Have milk, maas or yoghurt every day. 
 Fish, chicken, lean meat or eggs can be eaten daily. 
 Drink lots of clean, safe water. 
 Use fats sparingly. Choose vegetable oils, rather than hard fats. 
 Use sugar and foods and drinks high in sugar sparingly. 
 Use salt and food high in salt sparingly. 
South Africa is diverse not only with its cultures but also its socio economic standards 
and resultant health issues.  The success of the FBDG will depend on the accessibility 
and the applicability of the information (Charlton et al 2004:801). 
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2.3.1 Dietary behaviour  
Health and health behaviours are influenced by both the social and the physical 
environment. Eating behaviour is influenced by exogenous and endogenous influences.  
Exogenous influences are parents, peers and the media.  Endogenous factors are 
gender, self-concept and personality.  It is well documented that girls are at a greater 
risk for developing unhealthy eating behaviours (Bester & Schnell 2004:189).  The 
individual is affected by friends and family, their everyday school environment as well as 
the physical and the economic environment.  The framework below summarises this. 
 
Figure 1: Socio-ecological model and health behaviour (Discovery Health Vitality 
2010:3)  
The understanding of healthy eating and what this means is likely to have different 
implications on eating behaviour.  Adolescents’ health behaviour concerns are quite 
different to that of health care professionals (Stevenson et al 2007 citing Coleman & 
Hendry 2000).  It has been shown that British adolescents perceive dieting and healthy 
eating to mean the same. Their understanding is that dieting is good for health and it 
means cutting out the unhealthy foods with an increase of fruit and vegetables.  If the 
barriers to healthy eating are to be removed it is imperative to understand how they 
define healthy eating.   It has been well documented that knowledge about nutrition and 
food risk does not often translate into healthy eating behaviour (Stevenson et al 2007 
citing Roberts, McGuinness, Bilton & Maxwell 1999).    
According to the SANHANES-1, 71.1% of 10-14 year old children had a low score on 
general nutritional knowledge (SANHANES-1 2013:222).  However even those with a 
high general nutritional knowledge still chose the less healthy food items and it did not 
impact their buying behaviour (Temple et al 2006:256).  
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2.3.2 Disordered eating 
Disordered eating encompasses unhealthy weight control behaviours, irregular eating 
patterns and binge eating (Neumark-Sztainer Bauer, Friend, Hannan, Story & Berge 
2010: 270).    
Socio-cultural factors have been blamed for disordered eating and body dissatisfaction.  
In reality more and more people are becoming obese yet the images portrayed in the 
media are of unhealthily thin female bodies.  Children are exposed to these influences 
before they even reach school and 40-50% of girls between 7 and 11 years old select 
an ideal body that is more slender than their current perceived figure (Evans, Tovée, 
Boothroyd & Drewett  2013:8 citing Clark & Tiggemann, 2006; citing McCabe & 
Ricciardelli, 2003; citing Truby & Paxton, 2002).   
Adolescent girls are at the highest risk for the onset of eating disorders.  According to 
the Diagnostic and Statistical Manual of Mental Disorders definition 0.7% of adolescent 
girls are anorexic and 1.2% bulimic (Touchette, Henegar, Godart, Pryor, Falissard, 
Tremblay, & Côté, 2011:186).  Yet disordered eating attitudes are reported by 10-20% 
of school-going girls.  These include weight concerns, fear of fatness, intentional weight 
loss behaviours and episodes of loss of control and over eating. These behaviours can 
be detrimental to these girls’ growth and nutritional status and predict ensuing weight 
cycling, obesity, disordered eating and depression (Evans et al 2013:8). 
The home environment has an important influence on children’s weight related 
outcomes. It has been shown that the cognitive environment a child is exposed to 
influences their healthy eating behaviour and it has been suggested that interventions to 
improve the home literacy environment may improve healthy food choice of the child 
(Pieper & Whaley 2011:63). Research has shown that weight-related comments by 
family members and the encouragement of diet-related behaviours have adverse effects 
on adolescents.  The outcome is both disordered eating and weight gain amongst 
adolescents (Neumark-Sztainer et al 2010: 271).  It was found that girls who were 
teased by a family member about their weight were ten times more likely to binge eat 
compared to girls who were not teased about their weight.  If the girl’s parents spoke 
about their own weight constantly these girls were three times more likely to engage in 
extreme weight control behaviours and if their mothers encouraged dieting they were 
five times more likely to engage in these behaviours.  However this only explains 10% 
of the variance in extreme weight control behaviours and 10% in binge eating.  The 
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other 85-90% variance comes from external influences other than family, such as media 
(Neumark-Sztainer et al 2010:274).   
Weight related teasing is evident not only in the home but in the school setting as well.  
Such teasing is associated with several unhealthy eating behaviours such as dieting, 
bulimic patterns, laxative use, and unhealthy weight control practices and can lead to 
behaviours that exacerbate obesity such as binge-eating and avoidance of exercise 
(King, Puhl, Luedicke & Peterson 2013:484). 
Regular family meals can be protective against disorders such as binge eating. Family 
meals with a positive meal atmosphere and more structured meals resulted in 
adolescents less likely to engage in unhealthy weight control behaviours. They found 
this to be true only for girls and not boys (Sierra-Baigrie, Lemos-Giráldez & Fonseca-
Pedrero 2009:22). 
2.3.3 Theory of planned behaviour 
The main strategy for nutrition education is the provision of information and advice on 
diet and health.  This has contributed to an increase in nutritional knowledge yet there is 
growing evidence that people do not translate this knowledge into motivations to act 
more healthily (Oygard & Rise 1996:453).   
The theory of planned behaviour is an expansion of the theory of reasoned action but 
includes a third construct known as perceived behavioural control. The theory of 
reasoned action and the theory of planned behaviour were developed by Ajzen and 
Fishbein, to better understand relationships between attitudes, intentions and 
behaviours. They measured attitude towards behaviour and indicated that this was a far 
better predictor of the behaviour than a measure of attitude towards an object. (Glanz et 
al 2008:69). The addition of perceived control to the theory of reasoned action, making it 
the theory of planned behaviour, was based on the idea that behavioural performance is 
determined jointly by intention and ability (Glanz et al 2008:72). 
The theory of planned behaviour suggests that the performance of certain behaviour is 
determined by the intention to perform it.  This is dependent on the person’s attitude 
towards the behaviour and the perceived social pressure to perform certain behaviours 
as well as perceived behavioural control which is also defined as self-efficacy.  This 
means that if a person were to engage in healthy eating behaviours they would need to 
believe they have control over the performance of these specific behaviours, what they 
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personally get out of it and others’ approval of it.   In the theory of planned behaviour the 
first step is to identify whether the behaviour is influenced by attitude, subjective norm or 
behavioural control.  The second step in changing the behavioural intention relies on 
producing change in accessible beliefs or introducing new ones (Oygard & Rise 
1996:454). The research conducted by Oygard and Rise (1996:459) on healthy eating, 
provided evidence that attitude was a stronger determinant to healthy eating than 
subjective norm.  
It has been shown that attitudes, social norms and perceived behavioural control affect 
intentions of overweight adolescents to control their weight through healthy eating and 
exercise (Rhoades, Al-Oballi Kridili & Penprase 2011:567).  It is critical for health care 
professionals to understand the behavioural aspects that affect the performance of 
healthy behaviours amongst children and adolescents.  This insight should be used to 
enhance weight management programs. The first step to enhance such programs is to 
study the attitudes, social referents and key barriers of the group of interest.  Adolescent 
obesity will not solve itself.  It requires combined efforts of the family, school, health 
care professionals and government to ensure that the next generation is in better health 
(Rhoades et al 2011:268). 
2.3.4 Attitudes to food choice and healthy eating 
Eating behaviour is affected by the social and the physical environment.  It is affected 
by the availability and preference of food, portion size, parent’s beliefs and practices, 
cultural beliefs, feeding times and mealtime structure.  It has been shown that family 
influences the child’s eating behaviours as well as their attitude towards food (Patrick & 
Nicklas 2005:84). During adolescence factors associated with healthy eating include 
healthy food at school, parental modelling, and taste preferences. Little research has 
been done to determine whether adolescents eating behaviours are similar to that of 
their friends (Bruening, Eisenberg, MacLehose, Nanney, Story & Neumark-Sztainer 
2012:1608). Research by Bruening et al (2012:1611) indicates that friends’ behaviours 
were correlated with adolescents’ behaviours with regards to healthy eating behaviours 
and the inclusion of healthy foods into the diet.  
Preferences for certain foods are affected by the foods availability and the acceptance 
of the food. In general the more often a food is served; the more likely one is to eat it. It 
has been shown that if a person can easily access healthier food items they are more 
likely to choose them.  Parents own beliefs about foods are passed on to their children. 
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Children as young as two years have been seen to model the food preferences of their 
mothers (Patrick & Nicklas 2005:84). Peers also influence food choice and it has been 
shown that 19% of adolescent food choices are a result of their peers’ food choice.  The 
environment in which the meal is eaten affects intake.  When sitting at the table, 
together as a family, food intake is shown to be healthier and positively associated with 
fruit and vegetable intake. The opposite is true for families that eat in front of the 
television.  In such environments fewer fruit and vegetables are eaten and more snack 
food items such as pizza and cold drinks are eaten. Time constraints on families often 
mean that more pre-prepared food is eaten and there is less time to sit and eat a meal 
together (Patrick & Nicklas 2005:87). 
Food choice is influenced by many factors as was shown in research done by Charlton 
et al (2004:802) in South Africa. When asked to define healthy eating; eating fruit and 
vegetables and eating a variety of food was not part of the participants’ definition of 
healthy eating even though they make up two guidelines as set out in the FBDG.   
The top influencers to what a person included in their diet was taste and what the rest of 
the family will eat.  The next was price, then trying to eat a healthier diet and then habit 
or routine and quality or freshness of food.   There was also the perception by half the 
subjects that their diets were healthy enough.  Of those included in the study one third 
of those that were obese thought they were ‘just right’. Similar results have been seen in 
other studies (Charlton et al 2004:808).         
Self-efficacy is recognised to play a role in healthy eating. Self-efficacy is an individual’s 
beliefs in their abilities to carry out the courses of action necessary to lead to an 
outcome. An individual’s self-efficacy beliefs can influence their goal choice, their 
persistence at reaching goals and their behaviour.  Research has shown that if a person 
identifies themselves as a healthy-eater their intentions are related to healthy eating 
behaviours (Strachan & Brawley 2009:685,686).   
2.3.5 Perceived barriers to healthy eating 
Price of food is often the biggest perceived barrier to healthy eating (Charlton et al 
2004:808).  In a study looking at vegetable and fruit consumption the social cognitive 
theory was applied.  Perceived barriers to healthy eating and socio-environmental 
factors, would mediate the association between self-efficacy, personal factor, and fruit 
and vegetable consumption behaviour (Bruening, Kubik, Kenyon, Davey & Story 
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2010:1543).  Past research has found that positive self-efficacy to eating fruit and 
vegetables were significantly associated with daily fruit and vegetable intake among a 
sample of preadolescents (Bruening et al 2010:1609 citing Brug 2008).  A study of 3800 
adolescents reported that the greater the perceived barriers, the fewer fruits and 
vegetables were consumed (Bruening et al 2011 citing Lytle, Varnell, Murray, Story, 
Perry, Birnbaum, & Kubik 2003).  The greatest barrier identified was difficulty in access 
to fruit and vegetables.  If access to such foods is improved it will be an important 
prevention strategy to obesity.  Price of fruit and vegetables is another common barrier 
and it has been shown if such a barrier is removed the consumption of fruit and 
vegetables increase.  
Adolescents perceive healthy food to look less appealing and to taste worse.  In schools 
vending machines are easily accessible with less healthy foods available (Goh, Bogart, 
Sipple-Asher, Uyeda, Hawes-Dawson, Olarita-Dhungana, Ryan & Schuster 2009:492). 
Social cognitive theory explains that mechanisms in the individuals’ social environment, 
such as modelling of behaviour, access or barriers to resources and social norms for 
behaviours, influence individuals’ participation in behaviours that promote or harm 
health.  Some studies have found associations between parental support for physical 
activity and healthy eating and adolescent physical activity and dietary intake (Bauer, 
Neumark-Sztainer, Fulkerson, Hannan & Story 2011:8).  Adolescents whose families 
eat meals together report better dietary intake.  
2.4 THE SCHOOL ENVIRONMENT 
It has been reported in an American study that 90% of foods sold in the schools are 
high in fat and/or sugar (Temple et al 2006:253; citing Wildey, Pampalone, Pelletier, 
Zive, Elder, Sallis 2000).  South Africa has little research.  According to the 
SANHANES-1 2013 more than half of the children (51.1%) do not take a lunch box to 
school. In Cape Town it has been shown that a large proportion of students buy food 
from the school shop.  Most of the food bought is less healthy items that are energy 
dense foods which are high in fat and sugar and low in micronutrients.  The availability 
of such foods has a negative effect on the nutritional quality of the diet and is associated 
with increasing prevalence of obesity (Temple et al 2006:253). 
In South Africa two‐thirds of children ate breakfast before going to school, and 86.1% 
believed it was important to do so (SANHANES-1 2013).  However that still leaves one 
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third of children without eating anything before school. For this reason it has been 
strongly recommended that schools provide food items that are healthier.  Both to avoid 
the detrimental outcomes on physiologic and scholastic achievement of not eating 
breakfast but also to provide healthy food to try and curb the prevalence of overweight 
and obesity in South African schools.  The research also indicated that 80% of students 
ate at schools with the majority purchasing food from the school.  Often school shops 
are blamed for the unhealthy food items students eat at school however it was noted 
that even the students who did bring food from home, a large percentage did not bring 
healthy items (Temple et al 2006:252). 
Temple et al (2006:252) suggested that if the nutritional quality of the food sold in the 
tuck shop was improved, there would be a significant improvement in the overall diet.  
The first step to such a change occurring would be to educate both parents and children 
on the importance of a healthy diet. The results reiterate other studies that illustrate the 
potential for policy intervention to redirect buying behaviour to healthier choices. One 
such intervention would be lowering the prices of healthy food items or restricting what 
foods can be sold in schools.  The national initiatives to improve diet in South Africa 
must be aligned and reflected with foods sold in schools. 
Schools have been identified as an important part in a national effort to prevent 
childhood obesity.  Schools have intensive continuous interaction with children for 
nearly 2 decades of their lives.  Schools have the ability to promote good nutrition, 
physical activity and healthy weights (Kruger et al 2005:497). 
Research conducted by Bester and Schnell (2004:192) made the following 
recommendations: all adolescents should receive guidance with regard to healthy 
eating habits and the primary task of this should be owned by the parents.  Parents 
need to set an example to allow the child to gain the correct insight of the importance of 
eating correctly. Both parents and teachers should encourage adolescents to read food 
labels.  The school shop should promote healthier food items and fruit and vegetables 
should be available instead of cake and sweets.  
2.5 CONCLUSION 
Literature showed that overweight and obesity are clearly on the rise globally, with 
South Africa taking the lead in the African continent.  Obesity is associated with 
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increased morbidity and mortality placing even more pressure on the economy of the 
country. 
Since 2001 South Africa has implemented the FBDG however obesity rates have not 
declined.  If obesity is to be addressed prevention programmes need to be 
implemented.  As indicated schools are effective channels for such programmes. Not 
only because they encompass a large target audience but also because obese 
adolescents are likely to be obese adults.  In order to successfully implement a 
prevention programme it is necessary to understand the behaviours around food choice; 
how is healthy eating defined and what are the attitudes and barriers to healthy eating.  
According to the SANHANES-1 it is clear that extensive health and nutrition education 
has to be seriously considered to improve the health and nutrition knowledge of South 
African children. The focus should be on educating them about healthy (normal) body 
size, as well as healthier ways of achieving it and they recommend that the school 
curricula address the importance of healthy eating, physical activity and body image 
perceptions. 
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CHAPTER 3 
RESEARCH DESIGN AND METHOD 
3.1 INTRODUCTION 
This chapter deals with the research methodology of the study, giving details on the 
research design, the research sample and the data collection.  The aim of this study 
was to determine the attitudes and barriers to healthy eating amongst adolescent girls 
living in Durban, KwaZulu-Natal. 
3.2 RESEARCH DESIGN 
Research design is the blue print for conducting a study as it provides the researcher 
with guidance for the planning and implementation of the study to achieve the intended 
goal (Burns & Grove 2005:211). 
This study was quantitative, descriptive and cross-sectional.  According to Burns and 
Grove (2005:23) quantitative research is a formal, objective, systematic process in 
which numerical data is used to obtain information.  Quantitative data can be counted or 
measured, an example of which is a survey (Hoe & Hoare 2012:55). The research 
describes variables and the relationship amongst variables. Within quantitative research 
there are experimental and non-experimental studies.  In non-experimental research the 
researcher collects information without introducing treatment or making any changes 
within the sample group (Polit & Beck 2013:51).  This study was non-experimental as it 
was a collection of information without any treatment groups nor were there any groups 
that were being compared.  
A descriptive study design as defined by Burns and Grove (2005:734) is used to identify 
a phenomenon of interest, identify variables within the phenomenon, develop 
conceptual and operational definitions of variables, and describe variables in a study 
situation.  A concept is a particular characteristic or behaviour and in quantitative 
research these concepts are called variables (Polit & Beck 2013:41; Muijs 2011:8). A 
descriptive study describes the variables without regard to causal or other hypotheses 
(Grimes & Schulz 2002:145). In the case of this research the variables were both 
attitude to healthy eating and barriers to healthy eating.  
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3.3 RESEARCH METHOD 
A quantitative, descriptive, cross sectional approach was used to determine the 
attitudes and barriers to healthy eating amongst adolescent girls. 
A cross-sectional study design was used as it allows the involvement of one-time 
interaction with groups of people. The study design is a descriptive study.  This design 
falls within the non-experimental category within quantitative research.  There is no 
manipulation of variables in this study. Data will be collected by means of a data 
collection instrument. In this case a questionnaire. It will then be analysed and results 
determined.  Quantitative research is empirical. It uses numeric and quantifiable data 
(Polit & Beck 2012:235). 
3.3.1 The study population and sample 
3.3.1.1 Population 
As defined by Burns & Grove (2005:40) a population is all the elements that meet the 
criteria for inclusion in a study.  An element is a person, an event, behaviour or any 
other unit of study. The sampling criterion determines the population (Burns & Grove 
2005:341).   
The population for this study was all girls’ high schools within the Durban area which 
included 39 schools. 
3.3.1.2 Inclusion criteria 
Sampling criteria is a list of characteristics that are essential for the inclusion in the 
target population (Burns & Grove 2005:342). 
To be included in the sample they should be: 
 Enrolled in an all girls’ high school 
 The high school must be a former model C school/ be a quintile 5 school 
 The high school must be within the Durban area 
3.3.1.3 Sampling 
Sampling is the selection of a group of people or other elements to be included in the 
study (Burns & Grove 2005:341; Czaja & Blair 2005:124). Sampling allows for less 
expensive and more efficient research (Czaja & Blair 2005:124). The sample criteria as 
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mentioned above determine who is eligible to be part of the sample group. The 
sampling method is how the researcher goes about selecting the group of people, 
selecting the sample (Burns & Grove 2005:346). 
When every element of the population has a chance of being included in the sample it is 
known as probability sampling or random sampling (Burns & Grove 2005:346; Czaja & 
Blair 2004:126). Within probability sampling there are various sampling designs.  This 
study used that of cluster sampling.   
Cluster sampling is used when simple random sampling cannot be done due to time 
and travel constraints.  For the purpose of this research cluster sampling was used to 
identify which schools would be included in the study.  In cluster sampling a sampling 
frame is used.  For this research a list of all the schools with KwaZulu-Natal was 
downloaded from the Department of Basic Education.  This list was updated in July 
2013 and was in an excel format.  The researcher then filtered the information by 
selecting only secondary public schools and only those schools which fell within the 
Durban magisterial district.  Once the list was refined the schools which were for girls 
only were included.   Three schools were selected from the sampling frame (Annexure 
A) using random selection.  The disadvantage of using cluster sampling is that the 
characteristics within the cluster may be similar and so the sample is less representative 
of the population (Joubert & Ehrlich 2007:99).  However for the scope of this study 
cluster sampling was the most appropriate. 
3.3.1.4 Sample size 
According to Burns & Grove (2005:354) the sample size in quantitative research should 
be at least thirty subjects, however historically there is no logical explanation for this and 
it is now said that thirty subjects is inadequate.  
As this study is limited in scope three schools were selected from the sampling frame 
using random selection. The random selection was done by giving each school within 
the sampling frame a number.  Each number was typed and cut out.  The numbers were 
put into a container and the researcher pulled out three numbers correlating to the three 
schools that were included in this study.   
From each school that was selected, one class in one grade was asked to partake in 
the research making the sample size a total of 3 classes which allowed a sample size of 
76 respondents.  The school decided which class to include.  The researcher indicated 
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that it could be any class from grade 8 – 12, to limit any inconvenience, and there was 
no other criteria listed.  The inclusion criterion was used as a reference to determine 
which school should be included in the study. . The classes were not the same size in 
each school with some learners being absent on the day of the research. Each school 
had a variety of races including Indian, Black, White and Coloured.  
3.3.1.5 Research setting 
The research setting is the place where the study was conducted. A natural research 
setting is when the research takes place in the real-life situation and is uncontrolled; the 
researcher has not manipulated the environment (Burns & Grove 2005:359).  The 
research took place within the selected school in Durban.  This research took place in a 
natural setting; that of the classroom, during class time.  
3.3.1.6 Recruitment 
Prior to the schools being selected consent was obtained by the Department of 
Education.  A letter detailing the purpose (Annexure B) of the study was sent to them 
asking for approval (Annexure C). The schools selected were sent information detailing 
the study and a consent form prior to the researcher starting the study (Annexure D).  
Once the school had given their consent, the researcher randomly chose a grade to 
partake in the study. The school then identified which class within that grade would be 
included. The learners in the class which was to take part in the study were all given 
consent forms (Annexure E) which the researcher delivered to the school, to take home 
to be signed by their parents/guardians. The consent form detailed what the study was 
about and what was expected of the participants’ involvement.   
3.3.2 Data collection  
Burns & Grove (2005:42) define data collection as the systematic gathering of 
information relevant to the research purpose and objectives.  
This is the selection of subjects and the gathering of data from these subjects.  Data 
can be collected in numerous ways including observing, testing, measuring, recording, 
questioning or a combination.  For this study, data was collected by means of a self 
completed questionnaire (Annexure F) to obtain the relevant data to the study’s 
research objectives.  
30 
 
The purpose of the study was to identify attitudes and barriers to healthy eating 
amongst adolescent girls.  The selected participants were given a questionnaire to 
complete.  Questionnaires were handed out by the researcher in the classroom only to 
those who wished to take part in the study and had a signed consent form. Prior to the 
participant completing the questionnaire they too had to give consent to partake in the 
study (Annexure G).  A questionnaire is a list of questions which the respondent 
answers.  It gives indirect measures of the variables being researched.  In this study a 
self-administered questionnaire was used which requires the respondent to fill in the 
questionnaire by themselves.  With self-administered questionnaires the questions have 
to be well laid out and clear in what they are asking as untrained people will be 
completing them (Joubert & Ehrlich 2007:107). Information gathered with a 
questionnaire is similar to that of an interview however it may have less depth than an 
interview although there is less chance for bias as the questions are presented in a 
consistent manner without the researcher being able to probe the respondent for 
answers (Burns & Grove 2005:398).    
A self-administered questionnaire was chosen for the following reasons (Joubert & 
Ehrlich 2007:108): 
 There is no inter- interview variation 
 There is anonymity of the respondents 
 They are less costly and time-consuming 
 It was assumed that the respondents were all literate as they were in high 
school 
3.3.2.1 Development of the questionnaire  
According to Joubert and Ehrlich (2007:107) the first step in questionnaire development 
is to list the variables to be measured.  The data collected had to answer two questions; 
attitudes to healthy eating and barriers to healthy eating.  The second step is to 
formulate the questions. 
The researcher included only close-ended questions.  Close-ended questions allow for 
predetermined answers as selected by the researcher.  They allow for more 
standardised data collection however they may limit the responses of the respondents.  
It is recommended for closed question categories where a list is given, an option for 
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‘other’ should be included at the end for the respondent to select and specify what 
‘other’ is (Joubert & Ehrlich 2007:110; Muijs 2011:39).  
Questions were formulated from the literature review and other instruments used in 
similar studies relating to attitudes and barriers to food choice.  The questionnaire was 
divided into two sections; section A and section B. Section A included questions relating 
to background information and Section B explored attitudes and barriers to healthy 
eating.  The last question was a list of responses that the respondent indicated to what 
degree they disagree or agree with the statement using a Likert scale.  Likert scales are 
used to determine the attitude of a subject and contain a number of statements with a 
scale after each statement (Burns & Grove 2005:402).  A five point Likert scale was 
used in the questionnaire. The Likert scale was categorised as 1 strongly disagree, 2 
disagree, 3 neutral, 4 agree and 5 strongly agree. Literature does indicate that the use 
of an uneven numbered scale, where there is the option of an uncertain or neutral 
response, is controversial as it allows the respondent to avoid making a clear choice 
(Burns & Grove 2005:404).  The researcher included a neutral option for the reason that 
if the neutral option was selected this may indicate that the respondent is indifferent 
which is a characteristic of attitude.  
The questionnaire had an example question indicating how the questionnaire should be 
completed.  Each questionnaire had a unique number to assist in the capturing of the 
data and each response to each question was coded to assist in collating the data.   
Prior to pre-testing and use of the questionnaire the researcher received comments 
from the supervisor to the study and the suggested changes were made.  
3.3.2.1.1Testing the questionnaire 
A pilot study is considered a test run.  It allows the questionnaire to be refined to 
improve the quality of the data collection instrument (Joubert & Ehrlich 2007:116).   A 
pilot study was conducted with seven grade 9 high school learners from an all girls’ 
school in Durban.  These learners did not participate in the final study. The school from 
which these learners were enrolled did not participate in this study.  All seven 
participants were able to complete the questionnaire within ten minutes and understood 
the questions.  There was one question that was worded slightly incorrectly and was 
corrected before collecting the data for the study.  There were no other apparent 
problems with the questionnaire.  
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3.3.3 Data analysis  
The collected data was entered into an excel spreadsheet, and coded accordingly.  It 
was then organised and analysed with the help of a statistician at the University of 
KwaZulu-Natal.  For the analysis the computer programme, Statistical Package for 
Social Science (SPSS) and R programme was used.  The data was analysed using 
descriptive stats; frequency tables were drawn and a biplot graph was drawn.  Results 
of the analysis of the data are discussed in the following chapter (chapter 4).  
3.4 RELIABILITY AND VALIDITY 
3.4.1 Reliability 
Reliability is defined as the degree of similarity of results obtained when the data 
collection tool is repeated on the same subject or the same group (Joubert & Ehrlich 
2007:117). 
To improve the reliability of the data collection tool is it important to address the source 
of variation (Joubert & Ehrlich 2007:119).  In the case of this study the questionnaire 
was exactly the same for each respondent with defined answers as they were close 
ended questions.  There was no need to make observations or to use any measurement 
instruments such as a scale.  The pre-test of the questionnaire was done with subjects 
of similar characteristics to that of the study sample to determine the clarity of the data 
collection tool and the consistency of the responses.  
3.4.2 Validity 
Validity is defined as the extent to which the data collection tool actually measures what 
it is meant to measure and the study produces accurate results (Joubert & Ehrlich 
2007:117; Muijs 2011:56).  
Internal validity is the extent to which the effects detected in the study are a true 
reflection of reality.  This is more important to address in studies where causality is 
trying to be established however any study can contain threats to internal validity (Burns 
& Grove 2005:215).  Consistency in how the questionnaire is administered is important 
for validity (Burns & Grove 2005:402). To ensure this the researcher administered each 
questionnaire and the respondents completed the questionnaire in the class room in the 
presence of the researcher at the same time of the other respondents within that class. 
Selection bias is another threat to consider for this research.  However with the use of 
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probability sampling and gaining access to the school through the principle this should 
be decreased as the subjects are not coming forward themselves to partake in the study 
(LoBiondo-Wood & Haber 2010:169).  
External validity is the extent to which study findings can be generalized beyond the 
sample of the study (Burns & Grove 2005:219). The external validity of the study may 
have been compromised as the sample was drawn from a cluster.  It may make 
generalising the results to other clusters, such as adolescent girls in rural areas and 
attending a school there, difficult and inappropriate. Bias can affect the validity of a 
study.  As defined by Polit and Beck (2013:73) bias is an influence that results in an 
error in an inference.  Bias can result both from the participants wanting to please the 
researcher and the researchers preconceptions and the incorrect use of a data 
collection tool.  It is impossible to completely remove bias from a study.  Randomness 
allows for bias to be minimized and is a powerful tool to do so. When participants are 
selected at random, when they each have an equal chance to participate in the study, it 
means that there will be no systematic biases in the sample (Polit & Beck 2013: 74).  
This study used probability sampling which involves random sampling allowing bias to 
be minimized. 
3.5 ETHICAL CONSIDERATIONS 
Ethics and research involves the protection of human rights, obtaining informed 
consent, and institutional review (Burns & Groves 2005:181). 
Human rights that require protection are the right to self-determination, the right to 
privacy, the right to anonymity and confidentiality, the right to fair treatment and the right 
to protection from discomfort and harm. The researcher protected and observed these 
rights.  The study participants were able to decline participation in the research if they 
wished to do so and were able to withdraw from completing the questionnaire if they 
wished to do so.  The participants’ privacy was protected as there was no record of the 
participants name anywhere on the data collection instrument and only the researcher 
had access to the data collection instruments.  The statistician only had access to the 
collated data which was coded. Anonymity also provided protection from discomfort of 
answering any of the questions.  All participants were treated fairly and in the same 
way.  They were selected according to the sample criteria set out prior to the research.  
34 
 
Obtaining informed consent is critical to research that involves human subjects.  
Consent is defined as the prospective subjects’ agreement to participate (Burns & 
Grove 2005:193).  Prior to contacting the schools a letter of consent was obtained from 
the KwaZulu-Natal Department of Education by detailing to the department the purpose 
of the study and what was required of the participants.  The researcher then contacted 
the selected schools telephonically to explain the intended study.  A letter of consent 
was emailed to the school detailing the purpose of the study, what was required of the 
participants and to assure the school that there would be no costs involved (the 
researcher provided all copies of consent forms and data collection tools). A copy of the 
data collection tool and the permission from the Department of Education was attached 
as well. Consent forms for the parents/guardians of the prospective participants were 
sent home with the selected class to be signed prior to the data collection.  The consent 
from detailed the purpose of the study and what was required of the participant.  It also 
indicated that all data collected would remain confidential, there would be no harm 
inflicted on the participant, there would be no cost involved and that the participant had 
every right to decline participation.   Prior to the questionnaire being administered the 
researcher collected the signed consent forms that had been signed by the 
parent/guardian and asked the participant to sign a similar form detailing the research 
purpose, what was required of the participant, that complete confidentiality would be 
kept, that there would be no incentives for completing the research and that it was 
voluntary.  
Prior to the data collection written permission to conduct the research was obtained 
from the Department of Health Studies Higher Degrees Committee at the University of 
South Africa who conducted the institutional review (Annexure H).  
With regards to data collection it is important to get permission to do so.  Informed 
consent is required from the potential participants of the study (Joubert & Ehrlich 
2007:120).  
With regards to the scientific integrity of the research, the research process was 
transparent, all sources have been referenced and the researcher has declared that the 
work was their own.  A copy of the research report will be made available to all the 
schools that partook in the study as well as to the KwaZulu-Natal Department of 
Education. 
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3.6 CONCLUSION  
The researcher used a quantitative, cross sectional and descriptive design. This chapter 
detailed the research methodology, including the population, sample, data collection 
instrument as well as strategies used to ensure the ethical standards, reliability and 
validity of the study. 
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CHAPTER 4 
 RESULTS AND DISCUSSIONS  
4.1 INTRODUCTION 
The previous chapter describes the research design and the methodology of the study. 
This chapter focuses on the findings and interpretation of the investigation with regards 
to the attitudes to, and the barriers to healthy eating amongst adolescent girls in 
Durban.  
4.2 DATA MANAGEMENT AND ANALYSIS 
The data was entered in Microsoft excel and was then analysed with the help of a 
statistician using SPSS and R. The total number of questionnaires included in the 
sample was 73 (N=73).  76 questionnaires were received however 3 were excluded as 
they were incomplete and had missing data.  No included participants within the sample 
refused involvement in the study. 
The purpose of the analysis was to address the objectives of the study on attitudes and 
barriers to healthy eating, and specifically to address the two research objectives: 
 To determine the attitudes to healthy eating amongst adolescent girls. 
 To identify the barriers to healthy eating amongst adolescent girls.  
4.3 RESEARCH RESULTS  
The questionnaire was arranged in the following 2 sections: section A: background 
information and section B: exploring attitudes and barriers to healthy eating.  In tests 
involving race as a factor, the coloured and other groups were grouped together as a 
group called “other”. 
4.3.1 Section A: background Information 
The variables of this section included grade, age and race.     
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TABLE 4.1:  DISTRIBUTION OF GRADE (N=73) 
 Academic Grade Frequency Percent 
9 25 34.2 
10 21 28.8 
11 27 37 
Total 73 100 
 
As table 4.1 indicates, the sample included in the research was one class from each of 
the grades, 9-11. 
TABLE 4.2: DISTRIBUTION OF AGE (N=73) 
 Age in years Frequency Percent 
14 14 19.2 
15 26 35.6 
16 20 27.4 
17 13 17.8 
Total 73 100 
 
The age of the sample ranged from 14 years to 17 years old as the above table 4.2 
shows. 
TABLE 4.3: DISTRIBUTION OF RACE (N=73) 
 Race  Frequency Percent 
Black 19 26 
White 14 19.2 
Indian 33 45.2 
Coloured 5 6.8 
other 2 2.7 
Total 73 100 
 
As table 4.3 depicts almost half the sample (45.2%) was Indian with the remainder 
being made up of predominantly Black (26%) and White (19.2%) adolescent girls 
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TABLE 4.4: DISTRIBUTION OF GRADE BY AGE (N=73) 
grade/age 14 15 16 17 Total 
grade 9 14 9 2 0 25 
grade 10 0 16 5 0 21 
grade 11 0 1 13 13 27 
Total 14 26 20 13 73 
 
As table 4.4 indicates, the youngest girls which are 14 year olds are all in grade 9 and 
the oldest, being 17 year olds in grade 11. The 15 year old girls are mostly in grade 10 
but some are in grade 9 and 1 is in grade 11. The 16 year old girls are mostly in grade 
11 but some are in grade 10 and 2 are in grade 9.  
4.3.2 Section B: exploring attitudes and barriers to healthy eating 
Section B of the questionnaire explored attitudes and barriers to healthy eating. It 
included current dietary behaviour with regards to frequency of eating and meal 
patterns. The last question consisted of several statements with which a likert scale was 
used for each response.  
4.3.2.1 Meal eating patterns 
Table 4.5 to 4.12 display the eating patterns of the sample.  The frequency of the 
separate meals are ranked, importance of a meal is determined, which meals are the 
most popular and possible association to eating patterns and age as well as eating 
patterns and race are determined.  Table 4.12 identifies possible reasons the 
adolescent girls from the sample did not eat a specific meal regularly within the day.  
TABLE 4.5: FREQUNECY OF SINGLE MEALS EATEN (N=73) 
 Meal Frequency 
supper 70 
Lunch 67 
breakfast 53 
Snack 53 
 
From the result of the chi-square test supper and lunch are considered more important 
meals than breakfast or a snack (chi-square = 24.008 with p-value = 0.000).  14.6% of 
the sample does not eat breakfast daily.  
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Age and consumption of a specific single meal were tested to determine if there was 
any relationship using the chi-square test.  Table 4.6 indicates that there is a correlation 
between the age of the learner and having a daily snack, with the older girls more likely 
to have daily snacks than younger girls (see table 4.7). 
TABLE 4.6: AGE VERSUS SINGLE MEAL (N=73)  
 Meal Chi-square p-value Comment 
breakfast 0.589 0.899 No relationship 
Lunch 0.972 0.808 No relationship 
Supper 2.727 0.436 No relationship 
Snack 7.327 0.062* See below 
* Significant at the 10% level of significance 
 
TABLE 4.7: AGE VERSUS HAVING A SNACK (N=73) 
Q2/Q4.4 yes no Total 
14 8 6 14 
15 17 9 26 
16 15 5 20 
17 13 0 13 
Total 53 20 73 
 
The chi-square test was also done to determine if race is related to meals eaten during 
the day.   
 
TABLE 4.8: RACE VERSUS SINGLE MEAL (N=73) 
 meal Chi-square p-value comment 
breakfast 5.659 0.129 No relationship 
lunch 6.233 0.101 No relationship 
supper 3.983 0.394 No relationship 
snack 9.609 0.022** See below 
**Significant at the 5% level of significance 
As table 4.8 above shows race does relate to whether a snack is eaten daily but not to 
the other daily meals.   
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TABLE 4.9: RACE VERSUS SNACK (N=73) 
Q3/Q4.4 yes no Total 
Black 9 10 19 
White 13 1 14 
Indian 26 7 33 
other 5 2 7 
Total 53 20 73 
 
Table 4.9 breaks the information down further into the individual race and the 
consumption of a daily snack.   The result shows that black girls are less inclined to 
have a snack than those from the other race groups.  
Table 4.10 and 4.11 below determine which combination of meals are eaten the most 
frequently and are thus the most popular.  Table 4.10 looks at the combination and 
frequency of 2 meals daily.  Table 4.11 looks at the combination and frequency of 3 
meals daily.  
TABLE 4.10: COMBINATION OF TWO MEALS (N=73) 
  Frequency 
lunch, supper 64 
lunch, snack 52 
breakfast, 
lunch 51 
breakfast, 
supper 51 
supper, snack 51 
breakfast, 
snack 42 
 
As table 4.10 indicates lunch and supper is the most popular combination of 2 meals 
with 87.7% of the sample eating those 2 meals daily versus 69.9% of the sample eating 
both breakfast and lunch; breakfast and supper or supper and a snack. 
TABLE 4.11: COMBINATION OF THREE MEALS (N=73) 
  Frequency 
lunch, supper, snack 50 
breakfast, lunch, supper 49 
breakfast, lunch, snack 42 
breakfast, supper, snack 40 
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Table 4.11 shows that three meal combinations with both lunch and supper included are 
more popular than those with only lunch or only supper included.  67.1% of the sample 
ate breakfast, lunch and supper, as a meal combination, daily and 68% ate lunch, 
supper and a snack daily.  
TABLE 4.12: COMBINATION OF MEALS (N=73) 
  Frequency Percent 
all meals 40 54.8 
lunch, supper, snack only 10 13.7 
breakfast, lunch, supper only  9 12.3 
lunch, supper only 5 6.8 
supper only 3 4.1 
breakfast, lunch, snack only 2 2.7 
breakfast, supper only 2 2.7 
lunch only 1 1.4 
supper, snack 1 1.4 
Total 73 100 
Table 4.12 depicts all the combinations of meals eaten as determined by the sample.  
83.5% of the respondents have 3 or 4 meals a day. 
The reasons for not eating a specific meal daily are collated below in table 4.13. The 
reasons included were not hungry, it takes too much time, it is not important, cannot 
afford it, my friends don’t, so I don’t, and other.  
TABLE 4.13: REASONS FOR NOT EATING MEALS PER MEAL COMBINATION 
(N=42)  
 
Grouping of responses* 
  1 2 3 4 12 13 14 1236 
all meals 6 1 0 0 0 0 0 0 
breakfast, lunch, 
supper 7 1 1 0 0 0 0 0 
breakfast, lunch, 
snack 1 0 0 0 0 1 0 0 
breakfast, supper 1 0 0 0 0 0 1 0 
lunch, supper, snack 4 5 0 0 1 0 0 0 
lunch, supper 3 0 1 0 0 0 0 1 
lunch only 1 0 0 0 0 0 0 0 
supper, snack 1 0 0 0 0 0 0 0 
supper only 2 0 0 1 0 0 0 0 
Total 26 7 2 1 1 1 1 1 
* 1: Not hungry; 2: Takes too much time; 3: Not important; 4: Cannot afford it; 5: Friends 
don’t eat; 6: Other; 12: 1 and 2; 13: 1 and 3; 14: 1 and 4 and 1236: 1, 2, 3 and 6 above 
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“Not hungry” is by far the most important reason for not eating a specific meal daily with 
“taking too much time” a distant second. The other reasons occur very rarely. 
4.3.2.2 Meals during school time, eating out and healthy food information 
The next set of results looks at whether food from home is bought to eat at school (table 
4.14), whether they buy food from the school shop (table 4.15), how much they spend at 
the school shop (table 4.16) and the frequency they do so (table 4.17).  The frequency 
of eating meals out at restaurants and fast food outlets is determined (table 4.18).  The 
source of their information on healthy eating is displayed in table 4.19. 
TABLE 4.14: TAKING FOOD FROM HOME FOR SCHOOL (N=73) 
  Frequency Percent 
yes every day 56 76.7 
yes at least 3 times a 
week 14 19.2 
no always buy lunch at 
school 3 4.1 
Total 73 100 
 
As table 4.14 indicates the majority (76.7%) bring food from home every day with only 
4.1% indicating that they buy lunch daily from the school shop.  Table 4.15 shows that 
even though it was shown that the majority of adolescent girls bring lunch from home, 
90.1% still buy food from the school shop.  
TABLE 4.15: BUY FOOD FROM SCHOOL (N=71) 
  Frequency Percent 
yes 64 90.1 
no 7 9.9 
Total 71 100 
 
The majority (76.7%) of the sample bring food daily from home for lunch yet 90.1% still 
buy food or refreshment from the school shop, as table 4.15 indicates.  
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TABLE 4.16: HOW MUCH SPENT PER DAY ON BUYING FOOD AT SCHOOL (N=71) 
  Frequency Percent 
<R10 14 19.7 
R10-R15 19 26.8 
R16-R20 21 29.6 
R21-R25 4 5.6 
>R25 13 18.3 
Total 71 100 
 
Table 14.6 shows the amount of money spent at the school shop on buying food per 
day were they to go to the school shop.  The mean amount spent is R16.  18.3% of the 
sample spends more than R25 when they visit the school shop; the majority (56.4%) of 
the sample spend between R10 and R20 in a day when they visit the school shop.  
TABLE 4.17:  NUMBER OF DAYS A WEEK BUYING FOOD OR LIQUID 
REFRESHMENTS AT SCHOOL (N=73) 
  Frequency Percent 
1 day 29 39.7 
2-3 days 25 34.2 
4-5 days 7 9.6 
never 12 16.4 
Total 73 100 
 
Table 4.17 indicates that 39.7% of the sample buy food once a week from the school 
shop, 34.2 % 2-3 days a week and 9.6% indicate that they buy food most of the week at 
the school shop. 16.4% indicate they never buy food from the school shop yet only 
9.9% indicated in table 4.15 that they do not buy food from the school shop.  
TABLE 4.18: NUMBER OF TIMES PER MONTH EATING OUT (N=73) 
  Frequency Percent 
once a month 18 24.7 
less than once a 
month 9 12.3 
once every 2 weeks 18 24.7 
once a week 15 20.5 
2-3 times a week 11 15.1 
never 2 2.7 
Total 73 100 
 
44 
 
If looking at how often the adolescent girls ate out (restaurants and fast food) per month 
the majority (49.4%) eat out 1-2 times a month.  The least frequent response was never 
(2.7%) and a fifth (20.5%) of the sample ate out weekly.  
TABLE 4.19: SOURCE OF INFORMATION ON HEALTHY EATING (N=73)  
  Frequency Percent 
doctor 7 9.6 
family 27 37 
friends 3 4.1 
Television, magazines 15 20.5 
internet 7 9.6 
dietician 4 5.5 
teacher 9 12.3 
other 1 1.4 
Total 73 100 
 
Table 4.19 reflects where the sample of adolescent girls is receiving their information on 
healthy eating from.  The majority (37%) receive information on healthy eating from their 
family.  One fifth relies on television and magazines as their source with the teacher 
being the next most popular source. Medically trained professionals (doctor and 
dietician) are only referred to as a source for 15.1% of the sample. The internet is used 
by 9.6% of the sample and 4.1% rely on their friends and 1.4% stating other.  
4.3.2.3    Analysis of responses to question 12: statements 
The respondents were asked to state their extent of agreement (strongly disagree, 
disagree, neutral, agree, strongly agree) to each of 23 different statements concerning 
healthy eating attitudes and barriers. Frequency distributions, means (based on strongly 
disagree, disagree, neutral, agree, strongly agree coded 1, 2, 3, 4 and 5 respectively) 
and ranks (based on sizes of the means) are shown in table 4.20 below. 
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TABLE 4.20: EXTENT OF AGREEMENT/DISAGREEMENT WITH STATEMENTS 
(FREQUENCIES, MEANS, RANKS) (N=73) 
  Q12.1 Q12.2 Q12.3 Q12.4 Q12.5 Q12.6 Q12.7 Q12.8 
strongly disagree 1 1 2 1 1 10 15 14 
disagree 2 0 3 1 1 23 22 16 
neutral 11 5 22 6 7 21 24 27 
agree 20 17 24 20 23 13 8 13 
strongly agree 39 50 22 45 41 6 4 3 
Total 73 73 73 73 73 73 73 73 
mean 4.288 4.575 3.836 4.466 4.397 2.753 2.507 2.658 
Rank 4.5 1 8 2 3 13 16 15 
                  
  Q12.9 Q12.10 Q12.11 Q12.12 Q12.13 Q12.14 Q12.15 Q12.16 
strongly disagree 15 20 15 22 14 22 27 27 
disagree 22 20 11 22 19 21 19 23 
neutral 29 19 25 14 23 17 14 10 
agree 6 8 18 7 8 6 6 12 
strongly agree 1 6 4 8 9 7 7 1 
Total 73 73 73 73 73 73 73 73 
mean 2.397 2.452 2.795 2.411 2.712 2.384 2.274 2.137 
Rank 19 17 11 18 14 20 21 22 
                
   Q12.17 Q12.18 Q12.19 Q12.20 Q12.21 Q12.22 Q12.23 
 strongly disagree 13 46 1 4 1 17 4 
 disagree 10 17 0 3 7 16 7 
 neutral 13 3 13 18 4 16 31 
 agree 21 3 21 21 19 15 14 
 strongly agree 16 4 37 27 42 9 17 
 Total 73 73 73 73 73 73 73 
 mean 3.233 1.658 4.233 3.877 4.288 2.767 3.452 
 Rank 10 23 6 7 4.5 12 9 
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4.3.2.3.1 Grouping of responses to the statements  
TABLE 4.21: GROUPING OF RESPONSES TO MEAN ABOVE “AGREE” ON THE 
SCALE  
mean rank Statement question 
4.575 1 keep healthy Q12.2 
4.466 2 nutrients Q12.4 
4.397 3 energy Q12.5 
4.288 4.5 feel better Q12.1 
4.288 4.5 30 minutes exercise daily prevent diseases Q12.21 
4.233 6 eating fruit vegetables prevent diseases Q12.19 
 
TABLE 4.22: GROUPING OF RESPONSES TO MEAN ABOVE “NEUTRAL” 
TOWARDS “AGREE” ON THE SCALE  
mean rank Statement question 
3.877 7 eating food with high fibre prevent diseases Q12.20 
3.836 8 lose weight Q12.3 
 
TABLE 4.23: GROUPING OF RESPONSES TO MEAN ABOVE “NEUTRAL” ON THE 
SCALE  
mean rank Statement question 
3.452 9 eat what I feel like Q12.23 
3.233 10 
difficult to make healthy food choices at school 
shop Q12.17 
 
TABLE 4.24: GROUPING OF RESPONSES TO MEAN ABOVE “DISAGREE” 
TOWARDS “NEUTRAL” ON THE SCALE  
mean rank Statement question 
2.795 11 not satisfy cravings Q12.11 
2.767 12 more convenient to eat less healthy food Q12.22 
2.753 13 too expensive Q12.6 
2.712 14 friends don' like healthy foods Q12.13 
2.658 15 not sweet enough Q12.8 
2.507 16 not taste good Q12.7 
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TABLE 4.25: GROUPING OF RESPONSES TO MEAN ABOVE “DISAGREE” BUT 
BELOW “NEUTRAL” ON THE SCALE  
mean rank Statement question 
2.452 17 too low in fat Q12.10 
2.411 18 not know how to prepare Q12.12 
2.397 19 not salty enough Q12.9 
2.384 20 not available at home Q12.14 
2.274 21 no control over foods available at home Q12.15 
2.137 22 not know which food healthier Q12.16 
 
TABLE 4.26: GROUPING OF RESPONSES TO MEAN BELOW “DISAGREE” ON 
THE SCALE 
mean rank Statement question 
1.658 23 see no benefit from eating healthy Q12.18 
 
The respondents agree most with statements concerning the health benefits of healthy 
eating and exercise i.e. those in table 4.21 and table 4.22. 
The respondents are neutral or disagree to a certain extent with negative statements on 
healthy food. On Q12.17, which refers to the statement: “it is difficult to make healthy 
food choices in the school shop”, and (to a lesser extent) Q12.22, which refers to the 
statement: “it is more convenient to eat less healthy food”, opinions are divided between 
agree and disagree. 
4.3.2.3.2 Principal Components Analysis (PCA) and biplot of Q12 statements 
The purpose of a PCA is to reduce the number of factors contained in the statements 
from 23 to as few as possible without losing too much information. A Scree Plot (shown 
below in figure 4.1) is used to decide how many factors account for almost as much 
variation in the data as the original 23 factors.  
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Figure 4.1  Scree plot number of factors versus variation 
The cut-off point for the number of factors that explain a significant portion of variation in 
the data is usually taken as the point on the horizontal axis where the plot goes below 1. 
The above plot suggests that this number is 6. This indicates that the variation in the 
original 23 factors (Q12) can be reasonably well explained by 6 new factors. 
In order to group responses together as factors according to groups of responses to 
questions a bi-plot was used. This is a graph where the factor explaining the most 
variation in the data (called component 1) is plotted against the one explaining the 
second most variation (called component 2) as shown in figure 4.2. Each point in the 
below plot represents a graphical approximation to a response for a statement in Q12 
e.g. Q1 represents the response to the statement in Q12.1; Q2 represents the response 
to the statement in Q12.2 etc.  This allows the researcher to group the responses as to 
the level of agreement to each statement. 
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Figure 4.2 Biplot of data on responses to statements 
 
Since it is difficult to distinguish the points in the upper right and lower left sections of 
the above graph, enlarged plots of these two sections are shown in the next two graphs; 
figure 4.3 and 4.4. 
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Figure 4.3 Enlargement of biplot of upper right section 
 
 
Figure 4.4  Enlargement of biplot of lower left section 
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TABLE 4.27: GROUPING OF RESPONSES ACCORDING TO THE BIPLOT  
Group Questions 
Agree 1,2,3,4,5,19,20,21 
Neutral 6,7,8,9,11,13,23 
Strongly disagree 12,15,16,18 
Centre (none) 17,22 
Disagree 10 
Disagree/Strongly 
disagree 14 
 
The grouping (shown in the above table 4.27) suggested by the biplot is more detailed 
than the one arrived at by just looking at the sizes of the mean responses to the 
questions. The “agree” group consists of those statements concerned with the benefits 
of healthy eating or exercise. The level of agreement with these statements is 
reasonably high. The “neutral” group consists of statements that are negative towards 
healthy foods. For these statements the frequency corresponding to “neutral” is highest.  
The “strongly disagree” group consists of statements that imply a lack of knowledge or 
control about health foods. Respondents disagree most on these statements.  The 
centre group (Q12.17, Q12.22) consists of those statements where opinions are divided 
between agree and disagree. These refer to the statements regarding the food choices 
at the school shop and the convenience of eating less healthy food. The “disagree” 
group consists of a statement that states that healthy foods are too low in fat and the 
“disagree/strongly disagree” group consists of the statement relating to availability of 
healthy foods at home where the “disagree” and “strongly disagree” responses are 
about equal in number. 
4.3.3 Relationships  
The following possible relationships were tested: is not knowing how to prepare healthy 
food and not having healthy food at home related (table 2.28); does the response to the 
statement of it is more convenient to eat less healthy food influence the number of times 
the adolescent girl would eat out (table 4.29); does the response to the statement that it 
is difficult to make a healthy choice at the school shop relate to the frequency of 
purchasing food at the school shop (table 4.30); does race affect the source of healthy 
eating information (table 4.31), the amount of money spent at the school shop (table 
4.32) or the response to the statement of not knowing which foods were healthy food 
choices (table 4.33); is the response to the statement that my friends don’t like to eat 
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healthier foods related to the source of healthy eating information (table 4.34) and finally 
is the amount of money spent at the school shop associated to the response to the 
statement that healthy food is not sweet enough (table 4.35).  
TABLE 4.28:  NOT KNOWING HOW TO PREPARE HEALTHY FOODS (Q12.12) 
VERSUS HEALTHY FOODS NOT AVAILABLE AT HOME (Q12.14) (N=73) 
Q12.12/Q12.14 disagree neutral agree Total 
disagree 28 8 8 44 
neutral 5 6 3 14 
agree 10 3 2 15 
Total 43 17 13 73 
 
There is no significant relationship between the response to the statement of not 
knowing how to prepare healthy foods and the availability of healthy foods at home (chi-
square = 4.738 with p-value 0.315). 
TABLE 4.29: CONVENIENCE OF LESS HEALTHY FOODS (Q12.22) VERSUS HOW 
MANY TIMES EATING OUT (Q10) (N=73) 
Q12.22/Q10 
<=once a 
month 
>=once every 2 
weeks Total 
disagree 18 15 33 
neutral 5 11 16 
agree 6 18 24 
Total 29 44 73 
 
Those that eat out more (>= once every 2 weeks) agree more that it is more convenient 
to eat less healthy food (chi-square = 5.680 with p-value 0.058).  
TABLE 4.30: DIFFICULT TO MAKE A HEALTHY CHOICE AT THE SCHOOL SHOP 
(Q12.17) VERSUS FREQUENCY OF BUYING (Q9) (N=73) 
Q12.17/Q9 
one 
day  
more than one 
day Total 
disagree 17 6 23 
neutral 6 7 13 
agree 18 19 37 
Total 41 32 73 
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There is no significant relationship between the level of agreement/disagreement with 
the statement that it is difficult to make healthy food choices at the school shop and the 
frequency of buying food at the school shop (chi-square = 4.321 with p-value 0.115). 
TABLE 4.31: RACE (Q3) VERSUS SOURCE OF HEALTHY EATING INFORMATION 
(Q11) (N=73) 
Q3/Q11 
professional 
people 
family or 
friends media Total 
Black 8 6 5 19 
White 2 8 3 13 
Indian 9 14 10 33 
other 1 2 4 7 
Total 20 30 22 72 
 
Professional people include doctors, dietician and teacher. Media includes TV, 
magazine and the internet. 
There is no significant relationship between race and source of healthy eating 
information (chi-square = 6.543 with p-value 0.365). 
TABLE 4.32: RACE (Q3) VERSUS MONEY SPENT AT SCHOOL SHOP (Q8) (N=71) 
Q3/Q8 
R15 or 
less 
More than 
R15 Total 
Black 6 13 19 
White 6 6 12 
Indian 18 15 33 
other 3 4 7 
Total 33 38 71 
 
There is no significant relationship between race and amount of money spent at the 
school shop (Chi-square = 2.656 with p-value 0.448). 
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TABLE 4.33: RACE (Q3) VERSUS DON’T KNOW HEALTHY FOOD CHOICES 
(Q12.16) (N=73) 
Q3/Q12.16 disagree neutral agree Total 
Black 7 6 6 19 
White 13 0 1 14 
Indian 25 2 6 33 
other 5 2 0 7 
Total 50 10 13 73 
 
The White, Indian and “other” groups disagree more than the Black group with regards 
to the statement ‘I do not know which food choices are healthier (Chi-square = 17.310 
with p-value 0.008).  
TABLE 4.34: HEALTHY EATING INFORMATION (Q11) VERSUS FRIENDS’ DON’T 
LIKE HEALTHY FOODS (Q12.13) (N=72) 
Q11/Q12.13 disagree neutral agree Total 
professional 
people 7 5 8 20 
family or friends 17 10 3 30 
media 9 8 5 22 
Total 33 23 16 72 
 
There is no significant relationship between the source of healthy eating information and 
the response to the statement ‘My friends don’t like to eat healthy foods’ (chi-square = 
6.715 with p-value 0.152). 
TABLE 4.35:  MONEY SPENT AT SCHOOL SHOP (Q8) VERSUS HEALTHY FOODS 
NOT SWEET ENOUGH (Q12.8) (N=71) 
Q8/Q12.8 disagree neutral agree Total 
R15 or less 11 14 8 33 
More than 
R15 18 12 8 38 
Total 29 26 16 71 
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There is no significant relationship between the amount of money spent at the school 
shop and the response to the statement ‘Healthy foods are not sweet enough’ (chi-
square = 1.499 with p-value 0.473).  
4.4 CONCLUSION 
This chapter presents and discusses the data analysis and the interpretation thereof.  
The data was analysed using the statistical programmes R and SPSS.  PCA and a 
biplot were used to group the statements together as factors. Chi-square tests have 
also been used to determine whether there is any relationship between the variables.  
In summary: the attitudes of this sample of adolescent girls are that of seeing benefit in 
healthy eating. They believe that healthy eating keeps them healthy; it provides them 
with nutrients, gives them energy, helps them feel better and prevents disease.  The 
sample has a positive attitude to healthy eating with no strong negative opinion to the 
cost or taste of healthy foods.  The sample agrees that they do have access to healthy 
food and control in what they eat at their homes.   
The barriers to healthy eating amongst adolescent girls include time, not being hungry, 
the school shop, and the perception that less healthy foods are more convenient.  
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CHAPTER 5 
CONCLUSION AND RECOMMENDATIONS 
5.1 INTRODUCTION 
This is the final chapter within the report and concludes the study.  It gives 
recommendations and discusses the limitations of the study.  
The aim of the study was to quantitatively describe the attitudes adolescent females 
have towards healthy eating and what potential barriers bars them from adopting 
healthy eating behaviours. 
The objectives of the study were: 
 To determine the attitudes to healthy eating amongst adolescent girls. 
 To identify the barriers to healthy eating amongst adolescent girls.  
The research design used was quantitative, descriptive and cross-sectional.  
This chapter discusses the research findings in relation to the attitudes to healthy eating 
and the barriers to healthy eating.  
5.2 SUMMARY AND INTERPRETATION OF RESEARCH FINDINGS 
This section summarises the findings based on the research objectives. 
5.2.1 The attitudes to healthy eating amongst adolescent girls 
As Bester and Schnell (2004:189) explain, health and health behaviours are influenced 
by both the social and the physical environment.  The individual is affected by friends 
and family, their everyday school environment as well as the physical and the economic 
environment. This means that media, those they are surrounded by and the school can 
impact their attitude to healthy eating.     
With regards to where adolescent girls are receiving their healthy eating information, the 
most frequent source referred to was family (37%) and then television and magazines 
(20.5%).  A teacher was the next most frequent source of healthy eating information.    
Excluding ‘others’ from the results it was interesting to see that friends was the least 
referred to source for healthy eating information (4.1%), even slightly lower than a 
dietician (5.5%).   The findings are in line with van der Merwe and Pepper, (2006:320), 
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who concluded that the radio and television are the most frequent sources of nutrition 
information for urban black South African women. This research ranks television 
second, however the sample was younger and it is not specifically black women.  The 
common factor is however that the sample is adolescents who still live at home and will 
be influenced by their families.  It is for this reason that the most frequent source for 
healthy eating information is the family.   Literature also indicates that in South Africa, 
less than half of the population had received information from a health care professional 
and two thirds had received nutrition information from friends and family (Charlton, 
Brewitt & Bourne 2004:803).  Yet in this research medical professionals were 
referenced more often as a source of healthy eating information than friends were.  
Overall the sample has a positive attitude towards healthy eating.  The majority agree 
that eating healthily will keep them healthy, it will help them feel better, it will provide 
them with more nutrients and it will give them the energy they need.  This finding is 
encouraging for interventions that focus on behaviour change, as it is easier to effect 
behaviour change if the attitude is positive.  As literature points out, British adolescents 
define dieting and healthy eating to mean the same. Their understanding is that dieting 
is good for health and it means cutting out the unhealthy foods with an increase of fruit 
and vegetables (Stevenson et al 2007 citing Roberts, McGuinness, Bilton & Maxwell 
1999).  Even though this research indicates that the attitude is positive to healthy eating, 
the definition of healthy eating as the adolescent defines it is not captured.  
Their attitude towards eating fruit, vegetables and foods higher in fibre is positive, with 
the majority agreeing that by including these foods in a daily diet can help to prevent 
lifestyle diseases such as diabetes and heart disease.  
The statements that received a neutral response most frequently were statements that 
were negative towards healthy food; that healthy foods are too expensive, they do not 
taste good, they are not sweet enough, they are not salty enough, they do not satisfy 
my cravings and my friends don’t like to eat healthy foods.  The majority neutral 
response indicates that this sample of adolescents do not have a strongly formed 
opinion or attitude regarding those statements.  According to literature adolescents 
perceive healthy food to look less appealing and to taste worse (Goh et al 2009:492).  In 
this sample it did not appear that the adolescent girls had the same attitude, theirs was 
more of indifference, with some agreeing and others disagreeing.  This indicates that 
they do not have strong negative attitudes to healthy food which further strengthens the 
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overall positive attitude towards healthy eating.  This research indicates that price is not 
seen as a barrier to healthy food, literature states that price of food is often the biggest 
perceived barrier to healthy eating (Charlton et al 2004:808). In this case it wasn’t seen 
as a positive or a negative and may be because their care-givers are the ones 
purchasing the food with their earned money and not the adolescent.  
The results represented in this research indicate that these adolescent girls do have 
access to healthier foods at home and they do have control over what foods are 
available in the home.  This will contribute to their level of self-efficacy which impacts 
whether they eat healthily or not.  Self-efficacy is an individual’s beliefs in their abilities 
to carry out the courses of action necessary to lead to an outcome. An individual’s self-
efficacy beliefs can influence their goal choice, their persistence at reaching goals and 
their behaviour (Strachan & Brawley 2009:685).  This sample of adolescents believe 
they have control over what food they eat and that they have access to healthy food 
making it more likely they will eat healthily.    
The majority of the sample buys food or refreshment at the school shop, between 1 and 
3 times a week.  Out of school, the majority of the sample eats out at a restaurant or 
has take-away once or twice a month. One fifth of the sample eats out at a restaurant or 
has take-away at least once a week and 15.1% at least 2-3 times a week.  From this 
sample over a third of the adolescent girls are eating out at a restaurant or having take-
away at least once to three times a week.  In addition the majority of the sample is 
buying food from the school shop once to three times a week.  This can equate to 6 
meals a week being purchased out of home.  As literature states the majority of food 
bought is less healthy items that are energy dense foods which are high in fat and sugar 
and low in micronutrients.  The availability of such foods has a negative effect on the 
nutritional quality of the diet and is associated with increasing prevalence of obesity 
(Temple et al 2006:253).  This indicates that though the results show that the majority of 
adolescents have a positive attitude to healthy eating, it does not necessarily mean they 
do so.  The final statement ‘I just eat what I feel like eating’ supports this as only 15% of 
the sample disagreed.   
In summary the adolescent girls’ attitudes to healthy eating were positive.  They saw 
benefit in eating foods that are healthy.   They did not have strong negative opinions to 
healthy food with regards to taste, cost or satisfaction. However at the end of the day 
they eat what they feel like eating. Since they use their families and media for 
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information on healthy food, this may imply that South African media influences 
adolescent eating habits in a positive direction as do their families.  
5.2.2  The barriers to healthy eating amongst adolescent girls  
Within the day lunch and supper were consumed more regularly than breakfast or a 
snack. 14.6% of the sample did not eat breakfast regularly.  The main reason for not 
consuming breakfast and other daily meals was ‘I am not hungry’ (61.9%) followed by ‘It 
takes too much time’ (16.7%).  Very few (4.8%) responded with ‘It is not important’.  
This indicates that they do know it is important to eat regular meals; however time 
prevents them from doing so.  Literature indicates in South Africa two‐thirds of children 
ate breakfast before going to school, and 86.1% believed it was important to do so 
(SANHANES-1 2013) which this research aligns too.   
For some a barrier is the school shop.  The response to the statement ‘I find it difficult to 
make healthy choices at the school shop’ was in the middle, it was split between those 
agreeing and those disagreeing.  There was slightly more agreement (51% agreed, 
19% were neutral) with the statement than there was disagreement indicating that the 
adolescent girls do find it difficult to make healthy choices at the school shop.  Often 
school shops are blamed for the unhealthy food items students eat at school however 
literature notes that even the students who do bring food from home, a large percentage 
do not bring healthy items. However as Temple et al (2006:252) suggested that if the 
nutritional quality of the food sold in the school shop was improved, there would be a 
significant improvement in the overall diet.  They recommend that any national initiatives 
to improve diet in South Africa must be aligned and reflected with foods sold in schools. 
This research did not look into what foods were available in the school shop, however 
as discussed these adolescent girls find the school shop a barrier to selecting healthy 
food choices. 
Literature shows the greatest barrier identified to healthy eating was difficulty in access 
to fruit and vegetables. Price of fruit and vegetables is another common barrier and it 
has been shown if such a barrier is removed the consumption of fruit and vegetables 
increase (Bruening et al 2010 citing Lytle, Varnell, Murray, Story, Perry, Birnbaum, and 
Kubik 2003).    This research did not ask the specific question regarding access to fruit 
and vegetables.  However it did ask about the access to healthy food (the majority of 
the sample felt healthy food was available at home but not so much in the school shop), 
the cost of healthy food, in which the majority of the sample felt was not expensive. It 
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also asked about the convenience of less healthy food.  The response to the statement 
that ‘It is more convenient to eat less healthy’ was split between the sample agreeing 
and disagreeing. In this sample half the adolescents find it easier, more convenient, to 
eat less healthy food. This indicates that they may see healthy food as harder to 
prepare or harder to find in the shops and that less healthy food is more readily 
available.   Those that eat out more than once every 2 weeks are more likely to agree 
that it is more convenient to eat less healthy food.  The research asked about the 
availability of healthy food, in which the majority of the sample felt that healthy food was 
accessible at home.  
In summary the barriers identified to healthy eating were time, the school shop and the 
foods available in it and the convenience of less healthy food versus healthy food.  Less 
healthy food has an image within society of being more convenient.  This needs to be 
addressed if the practise of healthy eating is to be improved.  The second most frequent 
barrier for not eating breakfast was because they are not hungry. This is a difficult 
barrier to address, as the adolescent has to fit in with the schedule of the school.  
5.3 RECOMMENDATIONS 
The following recommendations can be made: 
 School shops are frequently accessed for food and refreshment.  If healthy 
eating is to be encouraged, then the school shops need to align with regards to 
the foods and beverages sold. 
 Parents need to set the example for their children of eating breakfast in the 
morning prior to leaving for work and school.  This should be encouraged from a 
young age so it becomes a habit, even if it means waking up fifteen minutes 
earlier to allow for enough time to do so.  
 Healthy foods should be readily available in the home, parents should encourage 
their children to prepare healthier foods and show them simple ways of doing so.  
This will hopefully shift the image of less healthy foods being more convenient.  
 Adolescent girls have a positive attitude to healthy eating, they believe it is 
important.  It does not necessarily translate into the practise of healthy eating as 
this research showed; they still eat what they feel like eating.  Adolescents need 
to feel in control of their choices.  They need to be encouraged to make healthier 
food choices from society and the environment they are in.  
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 The majority of adolescent girls receive healthy eating information from their 
families.  It is imperative the families are giving the correct guidance and advice.  
Suggested further research: 
 The definition of healthy eating to that of an adolescent girl as well as the 
perceived healthy ideal body size.  
 Compare adolescent eating behaviours to their friends.  
 Does the adolescent model their eating behaviour to that of their parents. What 
are those attitudes of the parents to healthy eating, how do they define healthy 
eating and do they practise healthy eating? 
 Does the knowledge of healthy eating translate to the practise of eating healthily 
amongst adolescents? 
5.4 LIMITATIONS 
There were several limitations identified in this research.  The main limitation was that 
this research only pertains to adolescent girls; it cannot be applied to males or to girls 
older or younger.   
The research took place in an urban area, at all girls’ schools which were former model-
C schools which is associated with a higher income bracket than other public schools.  
This limits the research in that it cannot be applied to adolescent girls in rural areas, the 
results may not be the same for adolescent girls in private schools or for schools that 
have learners from lower income brackets. The different settings may be associated 
with different cultural and economic influences. The research cannot be generalised as 
the purpose of the research was not to identify causation.  
The study did not ask for a definition of healthy eating.  The researcher does not know 
how the sample defines healthy eating which may be different to that of the researcher 
and may result in responses that are not truly reflective.  The researcher did not know 
what former healthy eating education the respondents had received and if any what 
quality of education. This could limit the respondents’ knowledge of what healthy eating 
is.  
The data collected was done so by closed ended questions only, it did not allow for the 
respondents to decide, with their own insights and words, what to respond.  This may 
have limited the range of responses received.  
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5.5 CONCLUSION 
Healthy eating is an important aspect of promoting health, preventing overweight and 
obesity and eventually preventing NCDs. If behaviour is going to be changed insight into 
what the attitudes and barriers are to eating healthily amongst adolescents is 
imperative. This study has gone some way into identifying the attitudes and barriers to 
healthy eating amongst adolescent girls.  
This study found that overall adolescent girls have a positive attitude to healthy eating. 
The majority agree that eating healthily will keep them healthy, it will help them feel 
better, it will provide them with more nutrients and it will give them the energy they 
need.  It identified the barriers to eating healthily which were a lack of time, not feeling 
hungry in the morning and so not eating breakfast, the foods sold in the school shop 
and the convenience of less healthy food.  To expect the adolescent to practise healthy 
eating, barriers need to be addressed to make it easier for the adolescent to do so.    
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ANNEXURE A: SAMPLING FRAME 
Institution Sector Phase_DoE Magisterial_District 
BECHET S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
BONELA S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
BRETTONWOOD H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
BURNWOOD S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
CENTENARY S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
CHESTERVILLE EXTENSION TECHNICAL H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
CHESTERVILLE S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
CHRISTIAN HIGH SCHOOL PUBLIC 
SECONDARY 
SCHOOL DURBAN 
CLAIRWOOD S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
DANVILLE PARK GIRLS'  H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
DR AD LAZARUS S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
DURBAN ACADEMY H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
DURBAN FINISHING SCHOOL PUBLIC 
SECONDARY 
SCHOOL DURBAN 
DURBAN GIRLS H (PENZANCE ROAD) PUBLIC 
SECONDARY 
SCHOOL DURBAN 
EFFINGHAM S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
FAIRVALE S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
GANGES S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
GROSVENOR GIRLS H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
ISIPINGO S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
LAKEHAVEN S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
LAMONTVILLE HIGH PUBLIC 
SECONDARY 
SCHOOL DURBAN 
MAYVILLE S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
MEREBANK S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
MOWAT PARK H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
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NEW FOREST H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
NORTHLANDS GIRLS H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
OVERPORT S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
PARKHILL S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
PHAMBILI H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
PR PATHER S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
REUNION S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
RIDGE PARK COLLEGE PUBLIC 
SECONDARY 
SCHOOL DURBAN 
ROSSBURGH H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SASTRI COLLEGE PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SEA COW LAKE S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SHAYINA H PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SIYABONGA S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SIYATHUTHUKA S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
SPARKS ESTATE S PUBLIC 
SECONDARY 
SCHOOL DURBAN 
STRELITZIA S 
   UMBILO S 
   WENTWORTH S 
   WIGGINS S 
   ZENZELENI MASHAMASE S 
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ANNEXURE B:  REQUEST FOR PERMISSION FROM DEPARTEMENT OF 
EDUCATION 
Mrs B Oswell 
Currently enrolled: Masters in Public Health 
Student no: 45246130 
Contact: (t) 074 588 63 67 | (e) oswellb@gmail.com 
 
        
To: Department of Education : Kwa-Zulu Natal 
RE: Permission to Conduct Research Study:  Durban magisterial district 
I am writing to request permission to conduct a research study within girls high schools 
that fall within the above district.  I am currently enrolled in a Masters in Public Health at 
the University of South Africa, and am in the process of writing my masters dissertation. 
The proposed study is entitled ‘attitudes and barriers to healthy eating amongst 
adolescent girls in Durban.’  
I hope that you will allow me to access three schools within this district to participate in 
the study. The schools will be chosen at random using random numbers and the 
correlating school will then be approached.  At your consent the approached school 
upon agreement will allow one randomly selected class to participate in the research. 
The research questionnaire is attached and complete anonymity and confidentiality will 
be adhered to. Interested students, who volunteer to participate, will be given a consent 
form to be signed by their parent or guardian as well as themselves and returned to the 
primary researcher at the beginning of the survey process. The researcher will agree 
with the school which is the most appropriate time to conduct the survey. Once the 
survey is complete there will be no additional need for the researcher to visit the school, 
only to drop off the final research report if the school agrees.  
Should this study be published, only pooled results will be documented.  No costs will 
be incurred by either the Department of Education or of the school. 
Your approval to conduct this study will be greatly appreciated.  You may contact me on 
oswellb@gmail.com or 0745886367 with any questions or concerns. 
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If you agree, kindly sign below and email the form back to me.  Alternatively, kindly 
email a signed letter of permission on your institution’s letterhead acknowledging your 
consent and permission for me to conduct this survey/study at your institutions.  
Sincerely, 
Brigitte Oswell 
Approved by: 
_____________________         ____________________       _________ 
Print your name and title here     Signature                               Date 
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ANNEXURE C: APPROVAL FROM DOE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If you agree, kindly sign below and email the form back to me. Alternatively, kindly em 
ail a signed letter of permission on your institution's letterhead acknowledging your 
consent and permission for me to conduct this survey/study at your institutions. 
Sincerely, 
Brigitte Oswell 
Approved by: 
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ANNEXURE D: INSTITUTION CONSENT  
 
Mrs B Oswell 
Currently enrolled: Masters in Public Health  
Student no: 45246130 
Contact: (t) 074 588 63 67 | (e) oswellb@gmail.com 
 
Date:  
Mr. X 
Name of School: 
Address: 
RE: Permission to Conduct Research Study 
Dear Mr. X 
I am writing to request permission to conduct a research study at your school.  I am 
currently enrolled in a Masters in Public Health at the University of South Africa, and am 
in the process of writing my masters dissertation. The study is entitled ‘attitudes and 
barriers to healthy eating amongst adolescent girls in Durban.’ 
I hope that the school administration will allow me to recruit 1 class from the school to 
anonymously complete a questionnaire (copy enclosed).  Interested students, who 
volunteer to participate, will be given a consent form to be signed by their parent or 
guardian as well as themselves (copy enclosed) and returned to the primary researcher 
at the beginning of the survey process.  
If approval is granted, student participants will complete the survey in a classroom at a 
time suitable for you. The survey process should take no longer than 15 minutes.  The 
survey results will be pooled for the thesis project and individual results of this study will 
remain absolutely confidential and anonymous.  Should this study be published, only 
pooled results will be documented.  No costs will be incurred by either your school or 
the individual participants. 
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Your approval to conduct this study will be greatly appreciated.  I will follow up with a 
telephone call next week and would be happy to answer any questions or concerns that 
you may have at that time. You may contact me on oswellb@gmail.com or 0745886367 
If you agree, kindly sign below and email a scanned copy back to me .  Alternatively, 
kindly submit a signed letter of permission on your institution’s letterhead 
acknowledging your consent and permission for me to conduct this survey/study at your 
institution.  
Sincerely, 
Brigitte Oswell 
(Student: Masters in Public Health at UNISA | student number: 45246130) 
Approved by: 
_____________________         ____________________       _________ 
Print your name and title here     Signature                               Date 
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ANNEXURE E: PARENT/GUARDIAN CONSENT FORM 
Mrs B Oswell 
Currently enrolled: Masters in Public Health  
Student no: 45246130 
Contact: (t) 074 588 63 67 | (e) oswellb@gmail.com 
Dear parent/guardian  
RE: Consent to be a research participant  
I would like request your daughter to participate in completing a questionnaire to assist 
me with my research project titled “Attitudes and barriers to healthy eating”.  This 
research is being conducted by Brigitte Oswell of the University of South Africa as part 
of her fulfilment for her Master’s in Public Health.  
The data collection will be done by a questionnaire which the research participant would 
complete themselves. The questionnaire should not take the participant longer than 10 
minutes to complete and involves questions regarding their attitudes to healthy eating 
and their perceived barriers.  
There should be no risks involved as the participant is completing the questionnaire 
themselves.  There are no incentives offered to the participants however their 
involvement will aid in gathering the necessary information for this research.  Although 
their response is of the utmost importance, their participation in this research is entirely 
voluntary.All information provided will remain confidential and will only be reported as 
group data with no identifying information. All data, including questionnaires will be kept 
in a secure location and only those directly involved with the research will have access 
to them. After the research is completed, the questionnaires will be destroyed. 
If you have any questions regarding this study please contact Brigitte Oswell on 
oswellb@gmail.com or 074 588 6367. 
Your signature below means you voluntarily agree to let your daughter participate in this 
study and have read the above and understood it. 
 
Signature:_____________________________  Date:_________________ 
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ANNEXURE F: DATA COLLECTION TOOL 
PLEASE ANSWER THE FOLLOWING QUESTIONS BY CROSSING (x) THE RELEVANT 
BLOCK. 
Example of how to complete this questionnaire:  
(Mark an ‘x’ next to the correct answer) 
E.g. what is your gender? 
Male 1  
Female 2 X 
 
SECTION A: Background information 
1. What grade are you in?  
Grade 8 1  
Grade 9 2  
Grade 10 3  
Grade 11  4  
Grade 12 5  
 
 
2. How old are you?  
13 years  1  
14 years 2  
15 years 3  
16 years 4  
17 years  5  
18 years  6  
 
3. What race group are you? 
 
Black  1  
White  2  
Indian  3  
Coloured  4  
Other  5  
 
78 
 
SECTION B: exploring attitudes and barriers to healthy eating 
4. Indicate which of the following meals you eat everyday  
 
 Yes No 
Breakfast 1 2 
Lunch 1 2 
Supper 1 2 
snack 1 2 
 
5. If you do not eat any of the above meals daily, indicate the reason(s)  
I am not hungry  1  
Takes too much time 2  
It is not important to eat 3 meals a day 3  
I cannot afford it 4  
My friends don’t and so I don’t 5  
Other (specify) 6  
 
6. Do you take food from home for lunch to school?  
 
Yes every day 1  
Yes at least three times a week 2  
No never, I always buy lunch at school 3  
No never, I don’t eat lunch 4  
 
7. If you do not bring food from home for lunch do you buy food from the school? 
 
Yes  1  
No  2  
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8. If you take money to school, on average how much do you spend on buying food per 
day? 
Less than R10 1  
R10-15  2  
R16-R20 3  
R20-25 4  
R26+ 5  
9.  How many days a week do you buy food or drink from the school? 
 
1 day  1  
           2-3days 2  
4-5 days 3  
Never  4  
 
10. In one month how often do you eat out (take-away or restaurant)? 
Once a month 1  
Less than once a month   
Once every 2 weeks 2  
Once a week 3  
2-3 times a week 4  
4-5 times a week 5  
Everyday 6  
Never  7  
 
11. Where do you usually get most information on healthy eating (pick the one most 
relevant) 
Doctor 1  
Family members 2  
Friends 3  
Television and magazines 4  
Internet 5  
Dietician 6  
Teacher 7  
Other  8  
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12. To what extent do you agree or disagree with these statements? Please indicate your 
response using a 5-point scale. 
1= strongly disagree (SD) 
2 = disagree (D) 
3 = neutral (N) 
4 = agree (A) 
5 = strongly agree (SA) 
 
 SD D N A SA 
1. Eating healthy foods will  help me feel better   
 
1 2 3 4 5 
2.   Eating healthy foods is part of keeping healthy  
 
1 2 3 4 5 
3.   Eating healthy foods would help me lose weight   
 
1 2 3 4 5 
4.   Eating healthy foods would help me get more 
nutrients   
 
1 2 3 4 5 
5. Eating healthy foods would give me the energy I 
need   
 
1 2 3 4 5 
6.   Healthy foods are too expensive   
 
1 2 3 4 5 
7.   Healthy foods do not taste good   
 
1 2 3 4 5 
8.   Healthy foods are not sweet enough  
 
1 2 3 4 5 
9.   Healthy foods are not salty enough   
 
1 2 3 4 5 
10.   Healthy foods are too low in fat   
 
1 2 3 4 5 
11.   Healthy foods do not satisfy my cravings   
 
1 2 3 4 5 
12.  I do not know how to prepare healthy foods   
 
1 2 3 4 5 
13.   My friends don’t like to eat healthy foods  
 
1 2 3 4 5 
14.   Foods that fit into a healthier diet are not available 
at home 
1 2 3 4 5 
15.   I have no control over the foods available at home 1 2 3 4 5 
 
16.   I do not know which food choices are healthier  
 
1 2 3 4 5 
17.   I find it difficult to make healthy food choices at the 
school shop 
1 2 3 4 5 
18.  I don’t see any benefit in eating healthy 1 2 3 4 5 
 
19. Eating fruit and vegetables daily can help prevent 
diseases such as heart disease and diabetes 
1 2 3 4 5 
20.  Eating foods higher in fibre can help prevent 1 2 3 4 5 
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diseases such as heart disease and diabetes 
21. Doing 30 minutes of exercise daily can help prevent 
disease such as heart disease and diabetes 
1 2 3 4 5 
22.  it is more convenient to eat less healthy food 1 2 3 4 5 
 
23.  I just eat what I feel like eating 1 2 3 4 5 
 
 
Mrs B Oswell 
Currently enrolled: Masters in Public Health  
Student no: 45246130 
Contact: (t) 074 588 63 67 | (e) oswellb@gmail.com 
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ANNEXURE G: PARTICIPANT CONSENT FORM 
Mrs B Oswell 
Currently enrolled: Masters in Public Health  
Student no: 45246130 
Contact: (t) 074 588 63 67 | (e) oswellb@gmail.com 
 
To the Participant  
RE: Consent to be a research participant  
This research is being conducted by Brigitte Oswell of the University of South Africa as 
part of her fulfilment for her Master’s in Public Health to determine the attitudes and 
barriers to healthy eating amongst adolescent girls.  
You will be asked to complete a questionnaire asking you questions around your 
attitudes and barriers towards eating healthily. The questionnaire should not take you 
longer than 10 minutes to complete. There is no need for us to ask for your name and 
complete anonymity will be kept.  
There are no incentives offered however your involvement will aid in gathering the 
necessary information for this research.  Although your response is of the utmost 
importance to us, your participation in this research is entirely voluntary. 
All information provided will remain confidential and will only be reported as group data 
with no identifying information. All data, including questionnaires will be kept in a secure 
location and only those directly involved with the research will have access to them. 
After the research is completed, the questionnaires will be destroyed. 
Your signature below means you voluntarily agree to participate in this study and have 
read the above and understood it. Your parents/guardian have signed consent and 
agreed to the following study, however if you feel at any stage you would like to 
withdraw from the research that will be understood and the researcher will comply with 
your decision.   
Signature:_____________________________  Date:____________________ 
(Participant) 
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ANNEXURE H: ETHICS APPROVAL 
 
Module/Degree Code (e.g. DPCHS04): M P C H S 9 4  
For which degree are you registered?   
Group number:         
Date tabled (dd-mm-yy)*: 1 9 0 2 1 3   
Submission 2    
 
*To be completed by the DHDC coordinator 
 
 
DEPARTMENT OF HEALTH STUDIES 
 
DEPARTMENTAL HIGHER DEGREES COMMITTEE: 
REPORT BY PROPOSAL REVIEWERS  
Rev: 2 
 
SECTION A 
PERSONAL INFORMATION 
 
FULL NAME (CHRISTIAN NAME)  AND SURNAME OF CANDIDATE 
 
BRIGITTE HELENE OSWELL 
 
THESIS/DISSERTATION TITLE 
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ATTITUDES AND BARRIERS TO HEALTHY EATING AMONGST ADOLESCENT GIRLS IN DURBAN, 
KWAZULU-NATAL 
 
 
NAME OF REFEREE(S) 
1.Prof GH van Rensburg 
2.DR T Masango 
3 Ms M Makua 
 
SIGNATURE AND DATE 
 
1. 
 
2. 
 
 
 
 
 
NB: 
 Indicate by means of an “X” whether each of the following aspects relating to the research proposal 
tabled for ethical clearance is acceptably.  
 
 
 Reviewer 
1 
Reviewer 
2 
The study is relevant x  
The inclusion and exclusion criteria is relevant to the context x  
The objectives of the study will contribute to sound conclusions with the 
smallest possible exposure to risk for participants 
x  
The study will contribute to the body of knowledge x  
The researcher will be suitable pertaining to support, academic qualifications 
and facilities 
x  
Sufficient measures is in place to protect the rights of the participants x  
The number of participants to be recruited is adequate for the proposed study 
is adequate to support the study 
x  
The study protects the participants right to privacy x  
Participants medical aids will not be charged x  
There will be no cost implication for participants x  
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Recruitment of participants will be in an ethical manner x  
All rights of the participants will be adhered to x  
All written information to the participant is submitted in the final version x  
The written information is adequate and complete x  
The application allow the participant time to give consent or not x  
Will there be restrictions on the publication of results   
The statistical methods to be used is adequate x  
22 DECLARTION 
Is the declaration ticked off as requested?  
Yes x No  
 
Is the declaration signed? 
Yes x No  
 
 
Any additional comments: 
 
Corrections to the site population and sampling must be done. See comment regarding data collection 
process. 
See comments on Doc 5. Corrections must be implemented under the supervision of the supervisor. 
 
 
 
 
 
 
 
 
 
 
